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YOUNGSTERS, as a rule, have no 
fear of their first few hypodermic 
injections. It is only after repeated 
visits to the doctor's office that 
their courage fails. To minimize 
the chance of creating fear of the 
hypodermic needle, physicians 
welcome a combined antigen. 
Hence, the appeal of Diphtheria 
Toxoid-Tetanus Toxoid Com- 
bined, Alum Precipitated. With 
half the number of injections, 
immunity is induced simulta- 
neously for both diphtheria and 
tetanus. Jones and Moss clearly 
demonstrated that combining 
diphtheria and tetanus toxoids 
creates a specific immunity 
response equivalent to that 
obtained by the administration of 
the separate antigens. Diphtheria 
Toxoid-Tetanus Toxoid Com- 
bined, Alum Precipitated, bearing 
the Lilly Label is available through 
your usual source of medical 


supplies. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S.A. 
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Uterine Inertia and Post Partum Hemorrhage 


CaPTAIN LEo T. HEywoon, M.C., A.U.S: 


No obstetric complication is more annoying than 
uterine inertia. One may begin with a simple, nor- 
mal appearing first stage, and find himself confronted 
with a host of complications before the conclusion of 
the third stage. Trouble may not end with the imme- 
diate post partum period. Morbidity accompanies a 
high percentage of these cases during the puerperium. 
Frequently during the course of labor the physician 
will be confronted with the problem of whether or 
not he should do various operative procedures in an 
effort to secure a happy outcome for both the mother 
and child. It is often not easy to decide what proce- 
dure to employ. 


This paper, therefore, will very briefly outline cer- 
tain procedures which can be generally used and em- 
phasize those I find most adaptable for my own per- 
sonal use. 


REVIEW OF CLINICAL FEATURES 


By definition primary inertia is that condition char- 
acterized by weak uterine contractions prolonging la- 
bor from its onset in an ofherwise normal case. Sec- 
ondary inertia on the other hand is that condition 
characterized by contractions of vigorous quality at 
the onset of labor, which because of exhaustion due 
to one cause or another soon become more infrequent 
and ineffective. 


The etiology of primary uterine inertia is far from 
clear. A long list of varied conditions have been as- 
cribed as directly or indirectly causative factors. I 
think we can dispense with the etiology of primary 
uterine inertia by saying that its real cause is un- 
known. The definition of secondary uterine inertia 
explains quite adequately its etiology. 


The clinical picture and pathology encountered in 
primary uterine inertia are somewhat variable. The 
contractions may be infrequent, of short duration, 
of poor quality or a combination of these three. The 
first stage is unduly prolonged. Ordinarily the child 
or the mother is in no danger, especially if the mem- 
branes are not ruptured. However, if the membranes 
are ruptured, fever may be encountered rather soon. 
Bacteria may be carried into the uterus by too fre- 
quent examinations. Frequent rectal examinations 
may bruise the mucosa and offer a site for bacterial 
invasion. In the second stage weak uterine contrac- 
tions result in weak abdominal action because the 
presenting part is not forced against the perineum 
firmly enough. Expulsion is slow or arrested entirely; 

sand here one may encounter great danger from pres- 
: y Read before the Post Graduate Session of the Honolulu County 

Medical Society, January 11, 1945, et for publication. The 

opinions and views set forth in this article are those of the writer and 


are not to be considered as reflecting the policies of the War Depart- 
ment. 





sure necrosis of the pelvic structures. The danger to 
the child is that of asphyxia from reduction in size of 
the placental area, of infection resulting in fetal pneu- 
monia, and of constant prolonged pressure upon the 
cranial vault. In the third stage, because of atonia, 
separation of the placenta is slow. Severe hemorrhage 
may follow because of insufficient closure of the ves- 
sels at the placental site. 


Uterine inertia may be recognized early. The uterus 
does not harden firmly with each pain. The con- 
tractions are short, lasting only five to fifteen seconds, 
with no progress of labor. Very little suffering may 
be noted, or, in some cases, the suffering is out of all 
proportion to the findings. There is very little change 
in the fetal heart rate during a contraction. Most im- 
portant of all, one must determine the point where 
the mother and child begin to be in danger. For the’ 
child, this usually comes late in the first or in the 
second stage, and is due to asphyxia, as previously de- 
scribed. This may be suspected by irregular, extreme- 
ly rapid, or extremely slow fetal heart tones. The 
dangers to the mother are recognized by a rise in tem- 
perature and pulse. A foul discharge may be signifi- 
cant. A great amount of edema or hemorrhage of the 
external genitalia will suggest the growing danger of 
ischemic necrosis. These are good criteria for termi- 
nation of the pregnancy as soon as possible. 


I have encountered primary uterine inertia twenty 
times in the last 800 deliveries. These labors varied 
in length from thirty-two to ninety-one hours. 


The prognosis depends upon the cause of inertia. 
Trouble may be due to too much delay, too many 
examinations and manipulations, and from injuries 
due to unnecessary operative procedures performed 
too early. Death results quite frequently from mas- 
sive post-partum hemorrhage. The dangers to the in- 
fant are those of asphyxia, infection, and injury from 
operative procedures. The morbidity is high because 
of fatigue, bacterial invasion. injury of the soft parts 
and anemia due to blood loss. 


TREATMENT 


The treatment should progress generally along the 
path of conservatism and supportive therapy. In the 
first stage, where the membranes are not ruptured, 
non-interference should be the rule except in the car- 
diac or the patient with tuberculosis or nephritis. 
Here, one may make use of the Voorhees bag. Va- 
ginal hysterotomy or Duhrssens incisions may be used. 
Cesarean section may be necessary where some dispro- 
portion is in evidence. 


I employ the following routine where there is no 
reason for operative interference. 
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1. The patient is kept up and about as much as ts 
consistent with her general condition. Good contrac- 
tions will frequently be stimulated by this procedure 
alone. 


> 


2. A tight abdominal binder is used especially for 
patients with a pendulous abdomen, where the uterus 
is rotated or where the patient is obese, as is fre- 
quently the case. 


3. Two thousand to 3000 cc. of fluid daily is given 
by mouth. When patient is unable to tolerate suff- 
cient fluids by mouth due to nausea or vomiting, 10 
to 25 per cent {s/c} glucose solution is given intra- 
venously. 


i. I try to maintain a 3000 calorie diet. This is 
again given in part by intravenous solutions where 
nausea and vomiting interfere. 

5. A warm enema is given once every twenty-four 
hours and this is timed to follow immediately after 
periods of rest. 


6. Meticulous bladder care is observed from the 
beginning. Catheterizations are carefully and fre- 
quently done if necessary. 

7. Eight to twelve hours of rest should be given 
every twenty-four hours. Enough sedation should be 
administered to produce sleep. I do not believe that 
there is a better indication in obstetrics for the use 
of morphine. I frequently employ morphine in 44 
grain doses along with 1!/, grains of Nembutal and 
1 200 grain of scopolamine. The room is made abso- 
lutcly quiet and the patient not disturbed. She is 
carefully watched to be sure that complete rest is 
obtained. 


8. In the light of our present knowledge and avail- 
able diagnostic equipment, I do not believe that oxy- 
tocics of any kind should be given during the first 
stage. I have never observed any advantage from the 
use of pitocin to stimulate labor in uterine inertia. 
I am quite sure that I have observed some disadvan- 
tages, such as further fatigue without any progress 
whatsoever. It is true that more frequent contrac- 
tions of short duration or prolonged pains of poor 
quality usually result. One is discouraged to find, as 
well, a consistently more apprehensive, discouraged 
and uncomfortable patient. I have not had the misfor- 
tune of seeing any grave consequences, probably be- 
cause the obstetrician was not as bold as he might 
have been. Obstetric literature is full of accounts of 
shock, uterine rupture, deep cervical lacerations, severe 
Vaginal and perineal tears, fetal asphyxia, severe hem- 
orrhage and fetal and maternal deaths due to the ill- 
advised use of oxytocics. 


9. Where fetal distress is present or suspected, I 
give oxygen by B.L.B. mask. Glucose solutions given 
at this time may be of some advantage. 

10. Asa routine, I also give Vitamin K to all pa- 
tients in prolonged labor. 
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11. Moral support is most important. I tell the 
patient and her family in understandable language 
what problems we are confronted with and then re- 
assure her as frequently as necessary. The element of 
nervousness and apprehension weigns heavily upon 
these patients from the beginning and it develops 
progressively during the hours that slowly pass. 


Where the membranes are ruptured in the first 
stage, one must decide whether there is a strong pos- 
sibility that the delivery cannot be accomplished from 
below. An X-ray of the pelvis may be of some help 
in making that decision. A re-examination of the pel- 
vis under sterile conditions should be done if the pre- 
natal study is inadequate. One must make sure of the 
diagonal conjugate, the curve of the sacrum, the ade- 
quacy of the outlet, the distance between the ischial 
spines, and whether or not the fetus will engage, by 
employing the Hillis maneuver. Make some determi- 
nation of the size of the baby. A cesarean section 
may be necessary and if so, it ought to be done as early 
as possible. An adequate test of labor should be al- 
lowed if the findings of disproportion are not clear 
cut. 


Should you determine that the delivery can be ac- 
complished from below, limit the number of exam- 
inations. Employ supportive therapy to the limit. 
Watch carefully for the signs of maternal and fetal 
complications which quite frequently occur during the 
last of the first and during the second stages of labor. 
Where no sepsis or fetal embarrassment is present, the 
Voorhees bag may be employed to aid dilatation. 
Scalp traction may also be done, but here one must ac- 
cept sloughs, which frequently occur. Manual dilata- 
tion is mentioned only to be condemned. Titus states 
that ‘those who need artificial enlargement cannot be 
manually done without laceration and those who can 
be dilated sufficiently seldom need it.’ Bipolar po- 
dalic version of Braxton Hicks is useful in some cases 
but is very difficult to perform. Where sepsis is pres- 
ent extraperitoneal cesarean section may be the an- 
swer. Great skill and experience is necessary to suc- 
cessfully perform this operation. 


In the second stage of labor, where no maternal or 
fetal complications are present, one may proceed along 
expectant lines. Forceps or podalic version and ex- 
traction may be done here, depending upon the con- 
ditions present. Once the labor has proceeded this 
far, delivery may usually be accomplished successfully 
if enough time is given. 


The third stage of labor, in uterine inertia, may 
be accompanied by serious complications, chiefly hem- 
orrhage. Post partum hemorrhage must be expected. 
Everything should be in readiness. The causes of post 
partum hemorrhage are atony of the uterus, retention 
of all or part of the placenta and membranes, and 
lacerations .of birth canal. The diagnosis is evident. 
Where the uterus is contracted, and bleeding persists, 
one should look for lacerations of the cervix, of the 
vagina (especially the anterior vaginal wall), and of 
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the perineum. Treatment should be started imme- 
diately. Anesthesia should be stopped if possible; 
light inhalation anesthesia may, however, be necessary. 
The uterus should be immediately massaged vigor- 
ously if necessary and one ampule of Ergonovine giv- 
en intravenously. The bladder should be catheter- 
ized, if this has not already been done. In many in- 
stances, these procedures alone will control the hem- 
orrhage. If, however, bleeding continues, redrape 
and regown if there is time. Inspect the birth canal. 
It may be necessary at this point to repair a laceration. 
Inspect the uterus for placental tissue and remove it 
all. The uterus may be compressed between the hands 
and anteflexed and, if massaged, will frequently con- 
tract. However, if bleeding persists, no time should 
be wasted to accomplish thorough packing of the 
uterus and the vaginal canal. Fluids and plasma may 
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be immediately given if blood is not at hand. Where 
no blood bank is available, a donor ought to be in 
readiness. Nothing but blood is of any permanent 
value. One must not forget rupture of uterus if oper- 
ative procedures have been done. Should bleeding 
still persist, the uterus may be repacked. Other emer- 
gency measures such as clamping the broad ligament, 
ligating the uterine arteries and closing the cervix 
have been described by De Lee and others. 


I have purposely avoided a discussion of secondary 
uterine inertia because it is due to fatigue rather 
than lack of power and entails discussion of many 
underlying primary complications. All of the sup- 
portive therapy mentioned in this paper must be ap- 
plied and success will only be accomplished through 
intelligent handling of the primary cause. 











Spontaneous Complete Rupture of the Normal Uterus During 
Late Preqnancy Before the Onset of Labor 


G. C. MILNor, M.D. 


Honolulu 


Ruptured uterus during labor is not so uncommon 
as it is thought to be. Frederick Irwin reports in his 
textbook on obstetrics that it happened once in every 
1,959 deliveries in the Boston Lying-In Hospital. De 
Lee gives an incidence of 1 in every 2,114 cases from 
collected reports of 17 authors, but the individual 
reports varied from 1 in 234 to 1 in 6,100. In our 
own series of over 8,000 obstetrical cases, it has been 
encountered only once. Spontaneous rupture of the 
uterus during late pregnancy before labor starts, ac- 
cording to Dr. De Lee, ts one of the rarest accidents 
‘in obstretrics. Barsich had collected 78 cases up to 
1903. Since then more have been reported. The 
exact figures are difficult to determine. Whitacre and 
Fang report in Archives of Surgery, August, 1942, 44 
ruptured uteri treaced at Peiping Union Medical Col- 
lege Hospital. Only 1 occurred before the onset of 
labor. 


CAUSES 


A healthy uterus will rupture only under the most 
violent indirect injury, but if the muscle is diseased, it 
may give way during the natural growth of pregnancy, 
from abnormal contractions caused by violent cough- 
ing or vomiting, severe shock or trauma. A previous 
cesarean scar may leave a weak spot in the uterine wall 
where rupture may occur; uterine fibroids; or injury 
from gynecologic operations such as enucleation of f- 
broids, a curettage, or a suspension operation; malfor- 
mation such as single or double horned uteri, carci- 
noma, hydatid mole, fatty and hyalin degeneration, 
previous infection, small cell infiltration, growth of 
placental villi in the uterine wall, abruptio placenta 
and placenta previa, all are predisposing causes. An 
abnormally large baby, twins, malposition of the child 
in utero, especially the transverse position, also are 
causative factors. Of the 78 cases reported by Barsich, 
31 ruptured during the first five months of gestation, 
and in these the uterine wall was diseased. 


CLINICAL FEATURES 


This case report deals with rupture of a perfectly 
healthy uterus during the last month of pregnancy 
before labor began. The accident is divided into two 
classes; spontaneous, and violent or traumatic. They 
are either complete or incomplete. The muscle fibers 
first separate and tear, then the mucous membrane, 


Read before the Fifty-tifth Annual Meeting of the Hawaii Terri- 
torial Medical Association, May 4, 1945 
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and finally the peritoneal covering of the uterus gives 
way. The anterior uterine wall is oftenest involved, 
next the sides, and least frequently, the posterior wall. 
Double tears are rare. 


Symptoms of complete spontaneous uterine rup- 
ture are rather clear-cut. A sudden extremely severe 
pain in the abdomen is complained of. The patient 
feels as though something has burst within her. Vio- 
lent retching and vomiting quickly follow. She be- 
comes faint and restless. Cold perspiration is marked. 
There is dyspnea; precordial oppression occurs. Sud- 
den evacuation of the bowels is another early symp- 
tom. The excruciating pain then ceases but the symp- 
toms of severe shock and hemorrhage continue to 
grow worse. The cessation of pain is due to the ex- 
trusion of the fetus from the uterus. Physical exami- 
nation shows a patient in extreme shock with evidence 
of massive internal hemorrhage. The abdomen is dis- 
tended, tender but not tense, and there is no longer 
any uterine contour to be palpated. Dullness in the 
flanks is noticed. One can feel irregular masses be- 
neath the belly wall. The pulse is weak, rapid, and 
thready. Marked pallor is present. These symptoms 
and physical signs are enough to make the diagnosis 
of uterine rupture 


TREATMENT 


This must be prompt and radical. An immediate 
laparotomy is indicated. While the patient and oper- 
ating room are being prepared for surgery, a small 
dose of morphine is given. Large doses of morphine 
sulfate are dangerous in the treatment of shock. The 
bladder is emptied by catheter. Whole blood trans- 
fusion is started and continued during the operation. 
External heat is helpful but not in an excessive 
amount. In short, all efforts to combat hemorrhage 
and shock are made. A general anesthesia is the anes- 
thesia of choice. Local, spinal, or caudal are not safe 
in such cases. Cyclopropane is the best, if available. 
Ether comes next. As soon as the abdomen is opened, 
the fetus should be removed, then the uterus is 
grasped, and the placenta is removed, after which a 
subtotal hysterectomy is performed. It is not safe to 
suture and leave behind a ruptured uterus. The extra 
time of hysterectomy is not hazardous and the future 
result of removing the uterus is far superior to the 
simple suture of the laceration. As much as possible 
of the fluid in the abdominal cavity, consisting of 
amniotic fluid, meconium and blood, is aspirated be- 
fore the abdomen is closed. 
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MILNOR 


The postoperative treatment is the same as after 
most laparotomies, with greater endeavor to continue 
to combat the shock and hemorrhage. Blood should 
be given freely. Gastric dilatation must be watched 
for, and deflating done early. The prognosis of such 
cases depends upon the length of time which inter- 
venes between the rupture and the start of treatment 
as well as the nature of the therapy. Figures are use- 
less in trying to determine the prognosis of these cases. 
Present day obstetrics, with the help of our splendid 
hospitals, and the available blood banks, have cut 
the mortality way down. The sulfa drugs and peni- 
cillin also have proved their great value, and the 
Wangensteen tube also has saved many. In former 
days such an accident carried a very high mortality 
rate. 


In the American Journal of Obstetrics and Gyne- 
cology, May, 1944, Bill, Barney and Melody review 
23 cases of rupture of uterus occurring from 1925 to 
1941 in the Maternity Hospital of Cleveland. Rup- 
ture of the uterus occurred once in every 2,756 de- 
liveries. Thirteen of the 23 weze spontaneous due to 
a remote cesarean scar; 5 of the 13 occurred before 
labor began, 4 were at term and 1 in the eighth 
month of gestation. Surgery was carried out in 22 of 
these cases. Three of these died during operation and 
1 of peritonitis on the fifth postoperative day. Of the 
23 mothers, 18 survived, giving a gross mortality of 
22 per cent. Thirty-eight per cent of the babies were 
saved. 


In the Journal of Surgery, Gynecology and Obstet- 
rics, July, 1943, Gordon and Rosenthal give an axaly- 
sis of 30 maternal deaths from ruptured uterus occur- 
ring in Brooklyn during a six-year period; sponta- 
neous in 13, all but 2 during labor. No cause could 
be determined in 3. In 13 cases, operation was not 
performed, principally because of failure of diagnosis. 
The diagnosis was made at autopsy in 11 cases. The 
cause of death in 11 was shock and hemorrhage, and 
2 died of peritonitis. 


Supravaginal hysterectomy was performed in 16 
cases and: in 1 case the laceration was sutured. Nine 
died shortly after the operation from shock and hem- 
orrhage, 4 of peritonitis, 3 of bronchopneumonia; and 
of the entire 30 cases, 20 died of shock and hemor- 
rhage, 6 of peritonitis, 3 of bronchopneumonia, 1 of 
anemia. 


Adequate transfusions of blood were administered 
in only 3 cases; 11 received no blood at all. This 
study was upon 660 puerperal deaths recorded dur- 
ing the period from January 1937 to September 1942, 
5.4 per cent of the total deaths being due to ruptured 
uteri. 


Such a report convinces one that poor obstetrics 
is still being practiced. There is really no excuse for 
such a high death rate. 


SPONTANEOUS RUPTURE 


CASE REPORT 


Mrs. H., para O, gravida 1, a 27-year-old Jamaican Ne- 
gress, was first seen in July, 1943. She had been married 
one month. There had been no menstrual flow since coming 
to Hawaii on May 31, 1943. Her menses had been quite 
regular and normal before this and she stated that she had 
always been well and never had been operated upon. She 
complained of epigastric distress and nausea. The cause of 
these symptoms was not determined and after a few weeks 
she recovered, but her menses failed to appear until De- 
cember, 1943. They were regular after this until June. She 
missed the July 15 period. Nausea again started and a diag- 
nosis of pregnancy was made. Physical examination and 
laboratory tests were quite normal at this time, with a nega- 
tive Wassermann and Eagle reaction. 

On November 16, 1944, an x-ray of the abdomen was 
taken to be sure of pregnancy. There had been no fetal 
movements and heart sounds could not be heard. A small 
fetus was visualized lying in the upper right quadrant of 
the abdomen in a transverse position with its face and abdo- 
men toward the pelvis. The pregnancy progressed normally. 
She was seen every three weeks up to February 1, 1945 and 
then every week, and on her last office visit on February 
26, 1945, she seemed to be quite normal. The date of the 
expected confinement was March 22. An x-ray was to be 
taken on March 6, 1945. 


At 3:00 a.M., March 2, 1945, she was awakened from a 
sound sleep by feeling the urge to urinate. After voiding 
she went back to bed. One-half hour later, a most severe 
abdominal pain started with nausea followed by several very 
profuse and loose stools. She had retired at 9:30 p.m. feel- 
ing fine, and had led a normal life the day before the onset 
of the attack. She got out of bed, went downstairs for some 
bicarbonate of soda, thinking that acute indigestion might 
be the cause of the trouble. The distress grew worse. She 
felt “as though something had burst” within her. Breathing 
became difficult and great substernal distress was noticed 
She next felt faint and then called her husband, who called 
me. I instructed him to take her to the hospital at once, 
thinking that labor had started prematurely. She did not ar- 
rive at the hospital until three hours after the onsct of the 
pain. A ten-mile taxi ride did not help matters, and when 
she arrived, it was noticed that she was in extreme shock. 
She was cold and clammy, nearly pulseless and the palms 
of her hands and soles of her feet were chalky white, stand- 
ing out in bold contrast to her very dark skin. She contin- 
ued to vomit but said the pains were a little less severe 
Her blood pressure was 80/60. The blood count showed 
3,100,000 red cells and 61 per cent hemoglobin. The abdo- 
men was tender and distended but not tense. Its contour was 
very irregular, saddle-like, with a mass in the upper left 
quadrant and another in the suprapubic region. A diagnosis 
of ruptured uterus was made. 


Morphine, grains 1/6, was given. The bladder was emp- 
tied by catheter. Treated whole blood was started while the 
operating room was being prepared for surgery. Cyclopro- 
pane was given while the abdomen was being cleaned. One- 
half hour elapsed between the time of diagnosis and lapa- 
rotomy, four hours after the first pain. One thousand cc. 
of treated whole blood was given in all. A 7-pound stillborn 
child was found free in the upper left abdomen. The pla- 
centa was found to be plugging a 6 cm. rent in the right 
posterior wall of the uterus. Blood clots and amniotic fluid 
were present in large amounts in the abdominal cavity. The 
child was quickly delivered; then the placenta was extracted. 
The uterus was removed subtotally, after which as much as 
possible of the blood and fluid were aspirated. The wound 
was closed without drainage. The operation was done in 
about thirty-five minutes. ° 


Rapid recovery was made. She was in splendid condi- 
tion the following day and continued to improve. The tem- 
perature did not go higher than 101 F. and became normal 
on the fourth postoperative day. She was discharged from 
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the hospital on the twelfth postoperative day in good con- 
dition. Postoperative abdominal distention was the only 
disturbing factor encountered. The fetus seemed to be nor- 
mal in every respect. The gross and microscopic finding of 
the uterus is as follows: 


“Gross: The specimen consisted of a uterus amputated 
above the cervix. After formalin fixation it measured 
14x10x7 cm. and the wall measured 3 to 4 cm. in thick- 
ness. A large tear was present on the right posterior sur- 
face, which measured about 6 cm. in length. The edges 
were ragged and necrotic in appearance. The lower margin 
of the rent was about 2 cm. above the cervical-uterine junc- 
tion. Serial sections after fixation showed numerous small 
irregular hemorrhagic areas on a gray-white surface. No 
myomas or other circumscribed lesions could be found. 


“Microscopic: Numerous blocks of tissue were selected 
for microscopic examination, not only from the edges of the 
tear, but also from the back, front and sides of the uterus. 
These showed edema and congestion and a few areas of red 
cell extravasation. The covering mesothelium was cuboidal 
in appearance, and a few trophoblastic elements were pres- 
ent some distance from the endometrial surface. All of these 
changes were regarded as’ normal for a postpartum uterus; 
no pathologic basis for the rupture was discovered. 


“Diagnosis: Ruptured postpartum uterus.’ 














SEPTEMBER-OCTOBER, 1945 
COMMENT 
The actual cause of this sudden accident three 


weeks before term, and before the onset of labor, is 
unexplained. There was no definite disease of the 
uterus demonstrated. One can speculate that there 
may have been a sudden violent movement of the 
fetus which in turn caused a violent contraction lac 
erating the uterus. 
CONCLUSION 
It is strange for such a thing to happen in a healthy 
uterus, in a location where lacerations rarely occur, 
before labor has started and with no history of any 
exciting Cause. 
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Continuous Caudal Anesthesia in Obstetrics 


First LIEUTENANT JACOB HERZLICH, M.C., A.US. 


The relief of pain during labor has been the sub- 
ject of much discussion, clinical observation and re- 
search in the past half century. It is true that some 
labors are short and the pain is well tolerated; yet 
many labors are prolonged and the patients desire and 
expect freedom from pain or some amelioration of 
their suffering. Reluctance to use pain-relieving meas- 
ures in obstetrics is apparently based largely on their 
possible ill effect on the parturient and fetus. 


In obstetrics, a suitable pain-relieving agent is 
sought that will be safe for the mother and the baby 
and will not interfere with the normal processes of 
labor. Many forms of obstetric analgesia have been 
used in the past and many clinics have adopted one 
or a combination of more than one and have applied 
them efficiently with marked success. Most of these 
provide amnesia during the first stage of labor, but 
for the completion of the second stage in most in- 
stances an inhalation anesthetic is usually necessary. 
This latter procedure invariably causes marked depres- 
sion of the respiratory center of the newborn, result- 
ing in asphyxia. A method that will produce relief 
of pain during the first stage of labor, permit painless 
progress of the second stage and still serve as an ade- 
quate anesthetic during delivery, whether spontaneous 
or operative, approaches closely to the needs of the 
obstetrician. 


The use of caudal anesthesia in obstetrics dates back 
to 1909 when Stoeckel applied it to relieve pains dur- 
ing labor. Continuous caudal analgesia as described 
by Hingson and Edwards seems to answer all the re- 
quirements of a satisfactory obstetrical analgesic and 
anesthetic. 


Many attempts have been made before to secure 
high anesthesia by increasing the quantity of anes- 
thetic fluid and by increasing the force of injection. 
This has met with a great many failures. The reason 
for these failures has been thought to be due to the 
relatively firm connective tissue attachment between 
the inner wall of the vertebral canal and the dural sac. 
However, with the use of 1.5 per cent metycaine solu- 
tion it has been possible to produce a greater upward 
diffusion of the anesthetic fluid and thus produce a 
higher level of anesthesia. By this means an epidural 
anesthesia is produced through the caudal canal. 


We have used continuous caudal anesthesia at 
Beth-El Hospital, Brooklyn, since February, 1943, and 
have administered it to 750 cases from February 1943 
to June 1944. We found that the best position is the 
left lateral or Sims position with the left lower ex- 
tremity held in extension and the right thigh flexed. 
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The sacral hiatus is best located by first palpating 
the tip of the coccyx, which lies deep in the anal fold. 
About one and one-half inches above the tip of the 
coccyx, one can feel a small depression which has the 
shape of an inverted V or U. This depression is the 
sacral hiatus, through which the needle is inserted. 


Under local infiltration a No. 19 gauge malleable 
needle as described by Hingson and Edwards is in- 
serted into the caudal canal. One observes then 
whether spinal fluid or blood appears. If spinal fluid 
appears, the needle should be removed and this form 
of anesthesia should not be attempted. If blood is 
observed the needle should be readjusted until no 


blood appears. 


The initial dose of 30 cc. of 1.5 per cent metycaine 
is given in divided doses of 8, 10 and 12 cc. at about 
five- to eight-minute intervals. 


When the needle has been inserted properly, anes- 
thesia begins to appear, with complete relief of labor 
pains about 5 minutes after the last injection of 12 cc. 
The progress of anesthesia is noted to be as follows: 

1. Region of coccyx. 

2. Region of rectum. 

3. Region of perineum. 

4. The vulva area. 

5. The inguinal region. 

6. Area midway between symphisis and umbilicus. 

7. Area up to umbilicus. 

The signs that the fluid is properly injected into 
caudal canal are: 


1. Ease with which fluid enters the caudal canal. 


2. Pain in leg when fluid is being injected. This is 
known as sciatic sign. This is not always elicited but 
when it is present one is certain the solution is enter- 
ing the caudal canal. 


3. Marked relaxation of anal sphincter. 


4. The feet and legs after ten minutes become warm, 
pink and dry. 


In order to secure complete relief of labor pains, 
anesthesia should be maintained up to the level of the 
umbilicus. When anesthesia goes below this level an 
additional injection of 20 cc. of 1.5 per cent mety- 
caine is to be given through the attached continuous 
caudal apparatus. As a rule this is necessary every 
thirty-five to forty-five minutes. 


Rectal examinations are done at intervals to follow 
the progress of labor. When the patient is fully di- 
lated and the presenting part is low enough for deliv- 
ery, or the patient is fully dilated for a sufficient time 
without progress, labor should be terminated. 
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I wish to report our experience and observation in 
our first 250 cases delivered under continuous caudal 
anesthesia. There were 239 patients delivered by the 
pelvic route and 11 by cesarean section. 


Our criteria for suitability of the use of caudal an- 
esthesia were: 


1. Regular uterine contraction, recurring every three to 
five minutes. 


2. Cervix at least 3 to 4 cm. dilated and effaced. 
3. Presenting part engaged or engageable. 


4. No sign of any infection in region of coccyx. 


The average first stage in the multipara lasted one 
and three-quarters hours and in the primipara three 
and one-half hours. The longest first stage in multi- 
para was five and a half hours and in a primipara 
was fifteen hours. 


We consider, among these 239 cases, 232 successful 
and 7 failures. A case was deemed successful if after 
completion of the initial injections—totaling 30 cc.— 
the perception of pain disappeared. Also, at the same 
time, uterine contraction continued at the same fre- 
quency and intensity as before the administration of 
the anesthetic. The anesthesia was further considered 
to be successful when delivery could be effected with- 
out being supplemented by any other form of anes- 
thesia. 


A case was considered a failure when it did not 
meet all the above criteria. Among seven failures, 
four went to full dilatation without pain under con- 
tinuous caudal anesthesia. But at this point the needle 
became dislodged and re-insertion difficult. The oth- 
er three failures were considered total failures because 
although the needle appeared to be properly inserted 
in the caudal canal, the perception of pain did not 
cease and the needle had to be withdrawn. 


There were twelve spontaneous deliveries in this 
series while the remainder were delivered with for- 
ceps. The high incidence of forceps deliveries can be 
explained by the fact that although the patient is con- 
scious and willing to cooperate, the bearing down 
sensation is completely absent. The second stage of 
labor may therefore be said to be delayed unless ter- 
minated by operative procedure, an experience com- 
mon in all cases in which some form of obstetrical 
analgesia is used. 


Correction of occipito posterior positions by manual 
or forceps rotation occurred 30 times. Due to the 
great relaxation this is easily done. 


There is a marked dimunition of blood loss during 
the third stage of labor. This stage is completed in 
better than average time without the use of oxytocic 
drugs. There were no retained placentas in this group 
and no immediate postpartum hemorrhage. The aver- 
age duration of the third stage was eleven and one- 
half minutes. 
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Cesarean section was done eleven times under con- 
tinuous caudal anesthesia. Ten were successful, while 
one case needed supplemental gas-oxygen anesthesia 
during the operation because the level of anesthesia 
was not high enough. 


In all cases there was complete abdominal relaxa- 
tion. The infant was extracted with ease and removal 
of the placenta was accomplished without difficulty. 
All sections were of the low cervical type with trans- 
verse incision into the uterus. 


All newborns cried spontaneously on delivery and 
none required the use of artificial methods of resusci- 
tation. There were two still-births in the series, both 
due directly to traumatic forceps delivery. 


As the anesthesia wears off, the patient is conscious 
of pain in the lower abdomen and perineum. This 
pain is relatively exaggerated; for the sudden transi- 
tion from the painless labor and delivery, to even 
moderate pain causes the patient much discomfort and 
apprehension. We have therefore administered one- 
fourth grain of morphine soon after delivery. 


We have encountered a small number of cases with 
urinary retention which is probably due to bladder 
atonicity. We have discovered that if one does not 
allow too great bladder distention while the patient 
is under continuous caudal anesthesia, the incidence 
of urinary retention after delivery will be greatly 
diminished. 


We have also noticed that some patients will com- 
plain of low back pain after delivery; it has been 
found chiefly in those patients in whom there has 
been difficulty in entering the caudal canal. 


The involution of the uterus and character of the 
lochia have not differed in any respect from those seen 
without this form of anesthesia. The entire postpar- 
tum course differed in no way from the usual. 


SUMMARY 
1. Relief of pain during labor and delivery is now 
recognized to be a ‘‘must”’ in modern obstetrics. 


2. Cervical dilatation is markedly facilitated, thereby 
shortening the first stage of labor. 


3. The entire labor and delivery can be accomplished 
under one form of anesthesia. 


4. The results upon mother and fetus are good. 
5. There is a definite diminution in blood loss. 


6. Operative procedures are greatly facilitated due to 
relaxed pelvic parts. 


7. Inhalation anesthesia to terminate labor, with its 
resultant changes and complications, is avoided. 


8. The postpartum course does not differ in any re- 
spect from any other form of delivery. 
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Endocrine Therapy in Functional Uterine Bleeding 


MAJOR ARTHUR M. Faris, M.C., A.U.S. 


Abnormal vaginal bleeding constitutes about 20 per 
cent of all gynecological complaints, and of this group 
approximately one-third have no evident pathology to 
account for their menstrual disturbance. Before arriv- 
ing at a diagnosis of functional uterine bleeding it is 
essential that all organic causes of the bleeding be 
eliminated. 


A convenient classification has been used by Hoff- 
man!, based on the status of ovarian function: namely, 
ovulatory and anovulatory types. Ovulation and cor- 
pus luteum formation are present in the former where- 
as they are absent in the latter. 


ANOVULATORY BLEEDING 


Anovulatory bleeding is the most common form. 
Due to the prolonged follicular activity the usual pa- 
thological picture is.that of an endometrial hyperpla- 
sia, though interval phase or atrophic endometria may 
be found. The immediate cause of bleeding is not 
known but various theories include absence of myo- 
metrial contractions due to prolonged estrogenic stim- 
ulation, alterations of the endometrial vessels, and ir- 
regular desquamation of the endometrium. The pi- 
tuitary gland may be a causative factor through a dis- 
turbance of its follicle-stimulating and luteinizing hor- 
mones. Minimal variations in thyroid function may 
play a prominent role, particularly in the younger age 
groups. 


In treatment of functional uterine bleeding, curet- 
tage should be the first step, since it is essential in 
diagnosis and may be followed by re-establishment of 
a normal cycle. Stander? reported that curettage alone 
resulted in cure or definite improvement in 71 per 
cent of a series of 283 cases. This procedure is obvi- 
ously not practical in adolescent patients. 


Correction of nutritional defects should not be neg- 
lected as an important adjunct to other forms of ther- 
apy. Vitamins C and K have been recommended to 
decrease the permeability of the uterine vessels and 
shorten the coagulation time. Liver extract and iron 
should be given when there is an associated anemia. 


Despite the immense amount of attention focussed 
on the subject, no universally satisfactory endocrine 
preparation or combination of preparations have been 
evolved. On the other hand sufficiently encouraging 
results have been obtained to justify their trial. 


1. Estrogens and Progesterone. Hamblen* has de- 
scribed a conservative and fairly satisfactory means of 
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regulating prolonged and excessive vaginal bleeding 
using these two ovarian hormones. His treatment is 
started at the conclusion of a bleeding period by giv- 
ing an estrogen (estradiol benzoate 0.3 mgm. daily or 
0.6 mgm. every second day) for two weeks, followed 
by progestin (5 mgm. daily or 10 mgm. every other 
day) for an equal period. This is to be repeated in a 
cyclic manner. Regulation of the cycle is attributed to 
the estrogen in altering the functional capacities of the 
endometrial vessels, and the restoration of physio- 
logic function is attributed to the progesterone frac- 
tion. This therapy has been advocated only in intrin- 
sic ovarian failure and not in extrinsic deficiencies 
such as hypopituitarism and hypothyroidism. To avoid 
the expense of prolonged usage the synthetic steroid 
diethylstilbestrol may be used instead of estradiol 
compounds. 


The injection of oil solutions of stilbestrol or estra- 
diol compounds directly into the anterior lip of the 
cervix is reported as being successful for the rapid 
control of excessive bleeding. Satisfactory results may 
also be obtained by the oral use of stilbestrol in daily 
doses up to 10 mgm. 


The results from the use of progesterone alone have 
not been encouraging. This may be due, according 
to Hoffman, to the resistance of the hyperplastic mu- 
cosa to the progestin influence. 


2. Gonadotropins. Gonadotropins have been ex- 
tensively employed in the treatment of abnormal va- 
ginal bleeding but their therapeutic value has not 
been proved. They are derived from three sources: 
The pituitary gland, pregnancy urine, and serum of 
pregnant mares. 


Human chorionic gonadotropins have been advo- 
cated on the hypothesis that they may augment luteal 
function, but the therapeutic effect, if any, is apparent- 
ly due to the foreign protein reaction. The recom- 
mended treatment is 100 to 500 I.U. during periods 
of bleeding, followed by 100 to 200 I.U. twice week- 
ly as a prophylactic measure to prevent recurrence. 
— stimulation by the preparation is very doubt- 

ul. 


Equine gonadotropin is apparently of some value 
in stimulating follicular maturation, but not in the 
production of ovulation and corpus luteum formation 
as the first reports claimed. The recommended treat- 
ment is 100 to 800 units weekly for two weeks, to be 
repeated after a rest period of equal time. The thera- 
peutic value in functional bleeding is questionable. 


In 1941 Mazer and Ravetz' published their initial 
report on the use of equine gonadotropin for its 
follicle-stimulating effect combined with chorionic 
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gonadotropin for its luteinizing principle. Each cubic 
centimeter contains 15 synergy rat units and the re- 
commended dose is 0.5 to 1.0 cc. daily or every second 
day until bleeding is controlled. In their initial series 
of 18 cases, cures were reported in 14, of which four 
were pubertal patients. As yet there have been in- 
sufficient reports to determine its usefulness. This 
preparation may produce ovarian enlargement, vomit- 
ing, fever and lower abdominal pain, therefore it 
should be used cautiously. 


3. Androgens. Many favorable reports have been 
made on the effectiveness of testosterone propionate 
for controlling excessive bleeding. The exact action 
is not known but it is supposed to have an ovarian- 
depressing influence. Some investigators attribute 
the results to direct action on the myometrium and 
blood vessels of the endometrium. The amount nec- 
essary to control bleeding ranges from 300 to 700 
mgm. Jacoby* recommended 15 mgm. intragluteally 
every second day, starting two weeks before the ex- 
pected flow, as a prophylactic measure. Hoffman! 
states that uterine atrophy may result in younger 
women due to the depressing effect on ovarian func- 


tion. Masculinizing effects should be carefully watch- 
ed for. 


4. Thyroid Extract. The beneficial effect of thyroid 
substance is well recognized in those cases where ab- 
normal bleeding is associated with obesity and hypo- 
thyroidism, particularly in the younger age groups. 
The usual dosage is 1/, to 1 grain, daily. 


OVULATORY BLEEDING 


This type is usually cyclic, occuring from secretory 
phase endometrium in which there remain small areas 
of proliferative endometrium. This process has been 
described by Traut and Juder as “irregular ripening” 
and considered as an incomplete transformation due 
to decreased progestin influence. The etiology has 
not as yet been determined. 
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Endocrine therapy has been generally unsatisfac- 
tory. Some investigators have advocated large doses 
of progesterone but the results in most cases have 
not justified its use. Likewise the gonadotropins or 
androgens have been of little value. Curettage alone 
has in a small percentage of patients resulted in re- 
establishment of a normal cycle. 


SUMMARY 


The diagnosis of functional uterine bleeding should 
be made only after all organic sources have been 
eliminated. Curettage should be the first step in treat- 
ment since it is essential in diagnosis and may be 
followed by re-establishment of the normal cycle. 


Endocrine therapy is often beneficial provided the 
patients are properly selected and preparations are 
employed in adequate dosage. Indiscriminate use 
where no sound basis for organotherapy exists ac- 
counts for a high percentage of the unsatisfactory re- 
sults. 


My own preference in treatment of functional 
bleeding is the cyclic use of estrogen and progesterone 
as advocated by Hamblen. 


REFERENCES 


1. Hoffman, J.: Female Endocrinology, Philadelphia, W. B. 
Saunders Co., 1944. 


Stander, H. J.; Javert, C. T., and Kuder, K.: Manage- 
ment of Abnormal Vaginal Bleeding, Surg., Gynec. & 
Obst. 75:759 (Dec.) 1942. 


nN 


Hamblen, E. C.: Endocrine Therapy in Gynecology and 
Obstetrics, Am. J. Obst. & Gynec. 45:147 (Jan.) 1943. 


Mazer, C., and Ravetz, E.: The Effect of Combined Ad- 
ministratien of Chorionic Gonadotropin and the Pitui- 
tary Synergist of the Human Ovary, Am. J. Obst. & 
Gynec. 41:474, 1941. 


Jacoby, A.: Clinical Evaluation of Testosterone Propio- 
nate and Methyl! Testosterone in Dysmenorrhea and Men- 
ometrorrhagia, Am. J. Obst. & Gynec. 45:697, 1943. 











ic. 
es 
ve 
or 
1€ 


ind 
43. 


Ad- 


10- 
en- 





Management of Breech Delivery 


H. E. Bow es, M.D. 


Honolulu 


In the conduct of a case of breech labor one must 
be guided by several factors, among which are: 


1. Age and parity of the patient. 


2. Type of breech presentation, such as frank breech, 
footling, or knee presentation. 


3. Abnormalities of the maternal pelvis. 


4. Abnormalities of the fetus and membranes, such as 
placentia previa, twins, gigantism, microcephaly, acrania, 
hydrocephalus. 


5. Degree of maturity of the fetus. 


Skill of the accoucheur in conducting a piven 
breech delivery is another exceedingly variable but im- 
portant factor. The ability to evaluate the whole com- 
posite array of facts and factors and to judge which 
one of several courses to pursue is all important. He 
should know (1) how and when to perform cesarean 
section (2) how and when to decompose a breech, 
(3) how to use the forceps to the aftercoming head, 
and (4) how to perform the various manual proce- 
dures which may be used to aid extraction of an after- 
coming head (not forgetting their dangers and limita- 
tions) — Veit-Smellie-Mauricean maneuver, Prague 
maneuver, or Wiegand maneuver. 


Generally speaking, there are two schools of 
thought in conduct of a breech delivery where vaginal 
birth is believed the method of choice: 


1. That which believes that a breech position 
should be decomposed as soon as a cervix is fully di- 
lated, and 


2. That which prefers to allow the fetus to emerge 
at least until the buttocks are causing the maternal 
soft parts to bulge. 


Irving and Goethals' of Harvard are advocates of 
decomposition of the breech, thereby eliminating the 
second stage of labor. They emphasize that the um- 
bilicus of the fetus is well below the superior strait 
when the buttocks of the fetus lie on the maternal 
perineum, and that this subjects the umbilical cord 
to compression and is apt to result in fetal asphyxia. 
Titus*, who is usually conservative, approves of this 
view. 


Some logical questions may arise here. Are all 
men who deliver babies equally competent to decom- 
pose a breech with a minimum of danger to both 
mother and baby? Is this a procedure which should 
be followed by the average physician in general prac- 
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tice? Suppose we follow the more conservative meth- 
od, waiting even though the cervix is fully dilated. 
How long shall we wait before we interfere? In the 
primigravida who makes good progress, a liberal 
mediolateral incision will frequently expedite deliv- 
ery. Moore and Steptoe’, of Johns Hopkins, empha- 
size the fact that fetal mortality is not increased until 
the second stage of labor lasts longer than one hour 
in the primigravida and one and one-half hours in 
the multipara. They feel that the fetal mortality rate 
is low when the infant is delivered spontaneously to 
the umbilicus, that it is as low as when delivered by 
decomposing the breech, and is easier. Their conclu- 
sions are based on an analysis of 1,444 breech deliv- 
eries over a period of forty-six years. 


A composite review of the data of Moore and 
Steptoe reveals that the mortality with breech pres- 
entations is lowest in the infants weighing from 2500 
to 3999 grams and highest above and below these 
figures. These observations are confirmed by many 
others. Other factors contributing to fetal mortality 
are prolapsed cord (higher incidence in footlings 
than in the frank breech), contracted pelvis (even 
slight), premature rupture of the membranes, and 
poor general condition of the mother (wasting dis- 
ease, malnutrition, etc. ). 


The following are some of the points which should 
make for a lowered fetal mortality in breech births: 


1. Better prenatal care. 


2. External version, properly done. This is quite 
generally approved. The use of the binder may help. 
Dangers must be considered. The use of undue force 
is to be avoided. Do not use it on an anesthetized pa- 
tient. A disastrous result was reported by Odell* in 
which placental separation, shock, and loss of the 
baby occurred. Cesarean section with hysterectomy 
was followed by recovery. In my own practice a gra- 
vida II with normal measurements and a frank breech 
was given the “benefit’’ of easy external version. The 
fetal heart tones did not falter at the time. The 
mother stated that she never again felt the fetus move. 
Two days later it was stillborn spontaneously, the 
vertex presenting, cord wrapped twice around the 
fetal neck. There was nothing other than the ver- 
sion to which I could trace the death. To what ex- 
tent should such an experience influence the obstetri- 
cian? It is difficult to view external version, even an 
easy one, with nonchalance after such an experience. 
Although a good procedure, it is not without risk. 


3. More widespread use of cesarean sections in 
the elderly primigravida and in those other mothers 
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who show pelvic contraction. The subject is most 
ably reviewed by Racker® of Manchester, England, 
who offers convincing argument. It is to be empha- 
sized that cesarean section per se carries a risk. The 
figures for maternal mortality for cesarean section 
alone have been quoted as 10 per cent. In the hands 
of the skilled obstetrician, however, the figure is but 
a small fraction of this. 


i. More widespread use of the Piper or some 
other forceps to the aftercoming head. I use the Piper 
forceps virtually routinely. 

5. Free use of the liberal episiotomy in the primi- 
gravida. 


The Clinic, 881 So. Hotel St. 
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The Present Status of Organotherapy in Essential Dysmenorrhea 


Major Ear R. Munrtmz, M.C., A.U.S. 


It is my purpose, as a part of this general discus- 
sion of endocrine therapy in gynecology, to outline 
in a brief form the present status of organotherapy 
for essential or primary dysmenorrhea. The applica- 
tion of the terms “‘essential’’ or “functional” to any 
malady in medicine implies that the exact etiology is 
unknown, that all apparent anatomic and pathologic 
causes have been ruled out and that probably the dis- 
order is not permanent. Secondary dysmenorrhea, or 
that type of painful menstruation which occurs as the 
direct result of some definite pathological lesion 
which can be demonstrated, will not be considered in 
this discussion. 

Essential dysmenorrhea is one of the common _prob- 
lems of the physician and it is estimated that approxi- 
mately 35 per cent of women complain of this symp- 
tom at some time during their lives. As stated pre- 
viously, the cause of this type of pain associated with 
mens‘ruation is entirely unknown, but the theories ad- 
vanced to explain it are certainly numerous and varied. 
To list and discuss all of these theories would be im- 
possible in this brief outline of the subject but it 
seems advisable to mention a few of them here to 
prevent our minds from becoming too firmly attached 
to any single proposed explanation. It is safe to state 
that any physician who fails to consider psychogenic 
and constitutional factors, undiscovered extra-pelvic 
lesions, thyroid dysfunction and possible allergic man- 
ifestations, and directs his attention entirely to im- 
plied endocrine imbalance in his treatment of this 
symptom will be disappointed with his results. In the 
average case it is probable that two or more of these 
possible etiologic factors act together in producing 
the majority of the complex syndromes which we in- 
clude in the general term of essential dysmenorrhea. 
It is the common experience of most physicians who 
have treated these unfortunate individuals that the 
majority can be adequately relieved of their painful 
episodes by relatively simple methods of therapy in- 
corporating a consideration of all of the. possible etio- 
logic factors mentioned and that only a relatively few 
patients will continue to complain of intractable and 
disabling pain during their menstrual periods. 


For many years, in the belief that some type of dis- 
order of the endocrine glands constitutes the chief 
etiologic factor in essential dysmenorrhea, attempts 
have been made to relieve the pain by administering 
endocrine products, by experimental investigators and 
in recent years by the profession in general. During 
these years it is pertinent to note that practically all 
of the known hormones, some of which have since 
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been shown to be inactive, have been and in most 
instances still are recommended with varying degrees 
of enthusiasm in the medical literature. This fact 
alone is at least circumstantial evidence that no spe- 
cific or entirely satisfactory endocrine therapy has 
been developed and in view of the unexplained eti- 
ology of essential dysmenorrhea such a state of affairs 
is not too remarkable. Since the great volume of the 
publications on this subject makes a comparative re- 
view of the results obtained with the various hor- 
mones impossible and the lack of adequate and sci- 
entific control in many of the studies renders such a 
review impracticable, an attempt will be made to 
summarize the present views of our best authorities 
regarding progesterone therapy, estrogenic therapy 
and androgenic therapy for the disorder under con- 
sideration. From such a review we will attempt to 
derive some worthwhile and practical conclusions, 
controversial though they may be, regarding the physi- 
ologic and pharmacologic actions of each of the hor- 
mones and the clinical indications for their employ- 
ment or rejection as applies to the treatment of essen- 
tial dysmenorrhea. 


‘ PROGESTERONE THERAPY 


A number of years ago it was demonstrated in cer- 
tain experimental animals that estrogen, the follicle 
hormone, stimulated uterine contractions and that 
progesterone, the corpus luteum hormone, depressed 
the normal contractions of the uterine musculature. 
These observations led to the employment of proges- 
terone in dysmenorrhea since it has been assumed by 
many observers that spasm or abnormal contraction 
of the smooth muscle of the uterus is the immediate 
cause of the cramp-like pains of the menstrual period. 
During recent years potent progesterone preparations 
for subcutaneous injection and oral administration 
have been available for use but it must be admitted 
that the results of clinical trials with these hormones 
has been in general disappointing and that the ration- 
ale for their use is not clearly established. My own 
experience with this form of therapy has not been 
convincing and it now appears that much of the origi- 
nal enthusiasm and hope for the efficacy of proges- 
terone was based upon incomplete knowledge of its 
physiological action and inadequately controlled clin- 
ical studies. Recently several investigators, notably 
Bickers', have produced rather convincing evidence 
that in the human uterus at least progesterone does not 
abolish or decrease to any considerable extent the 
muscular contractions. If this observation=proves to 
be true we may have a reasonable explanation for the 
failure of progesterone to relieve the majority of the 
painful episodes in clinical trials. At the present time 
it seems that this form of therapy for essential dys- 
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menorrhea is seldom indicated and probably lacks ra- 
tional physiologic foundations. 


ESTROGENIC THERAPY 


Potent estrogenic hormones have been used in re- 
cent years in the treatment of essential dysmenorrhea 
and in 1940 Sturgis, & Albright® were able to relieve 
the pain in a majority of patients with injections of 
estradiol benzoate if it was administered in sufficiently 
large doses during the first half of the menstrual cycle. 
They concluded that the estrogen given early in the 
cycle, beginning on the third to the sixth day and 
continued through most of the cycle, effectively sup- 
pressed the normal stimulation of the ovary by the 
gonadotropic hormone of the anterior pituitary gland 
and hence prevented ovulation and corpus luteum for- 
mation. They also demonstrated that the effect pro- 
duced by the estrogenic hormone was only temporary 
and that when the treatment was discontinued, suc- 
ceeding menstrual periods were ovulatory and as pain- 
ful as ever. During the intervening years this work 
has been confirmed by numerous investigators and it 
has been shown that the same results can be obtained 
with any of the active estrogenic substances given 
by injection or by mouth providing they are admin- 
istered in sufficiently large doses and early enough in 
the menstrual cycle to accomplish the effect described. 
However, it seems apparent that any method of thera- 
py designed to inhibit normal ovulation for the tem- 
porary relief of painful menstruation offers little or 
nothing of clinical value. The possibilities of endan- 
gering the fertility of the individual and permanently 
or seriously interrupting the normal hormone physi- 
ology are too real to permit the use of this method 
of therapy except in the most unusual circumstances 
as a temporary and strictly palliative measure. 


ANDROGENIC THERAPY 


The androgenic or male hormones have only re- 
cently been suggested for the relief of essential dys- 


menorrhea. Giest & Salmon® first reported their re- 
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sults with testosterone propionate and methyl testos- 
terone in 1941 and since then confirmatory studies by 
other investigators have appeared in the literature. At 
the present time it seems fairly well established that 
these hormones, like the estrogens, must be adminis- 
tered early in the cycle and in sufficient amounts to 
suppress ovulation in order to relieve the painful men- 
struation. The effect of these agents is uncertain and 
temporary, and only treated cycles are free of pain. 
In addition to these disadvantages there is always the 
danger of inducing abnormal hair-growth, deepening 
of the voice and enlargement of the clitoris unless the 
total dose given in any one cycle is kept below a rather 
ill-defined level. Since the method of action of these 
hormones appears to involve the interruption of the 
normal pituitary-ovarian mechanism and the possibili- 
ties of producing undesired masculinizing effects are 
definite, there seems to be no indication for this form 
of treatment in essential dysmenorrhea. 


CONCLUSIONS 


1. The etiology of essential dysmenorrhea is still 
unknown. 


2. In the light of our present knowledge organo- 
therapy has little to contribute to the treatment of es- 


sential dysmenorrhea. 


3. The interference with the normal pituitary- 
ovarian relationship with estrogenic and androgenic 
hormones is not practicable and may be dangerous. 
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Mammaplasty of the Pendulous Breasts 


CLARENCE E. FRONK, M.D. 


Honolulu 


Plastic surgery of the breast has gone through 
various stages of development, until now, largely 
through methods of trial and error, it has arrived at 
a stage of perfection whereby it can rightly take its 
place along with reconstruction of other parts of the 
body. The majority of medical schools have chairs 
of Plastic and Reconstruction Surgery, and include in 
their curricula plastic surgery of the breast. It has 
passed the stage where it was reserved largely for 
those who appeared behind the footlights, or worked 
before the cameras. 


During the last half of the past century, French 
surgeons alluded to plastic operations on the breast, 
but it was Girard, in 1910, who called specific atten- 
tion to this type of reconstruction surgery. 


The causes for enlargement of the breast are: ac- 
cumulation of fat; insufficiency of the suspensory ap- 
paratus; and to a minor degree, hypertrophy of the 
glandular structure. It is the excessive accumulation 
of adipose tissue which plays the predominant part. 
The endocrines and genital function play an important 
role in some few cases. The suspensory apparatus of 
the breast is not always found as described in text- 
book diagrams. At times, the suspensory ligament 
may be well-developed, and in other cases, just slight- 
ly indicated. 


Kuster believes that the principle factor in sus- 
pending the breast is the skin covering. It is apparent 
that the weight of a large accumulation of fat and fi- 
brous tissue in the breast so stretches the suspensory 
apparatus that the breast descends and prolapses, and 
the degree of such prolapse depends upon the degree 
of tissue accumulation. 


Hypertrophy of the breast is often observed, while 
the rest of the body remains in perfectly normal pro- 
portion. Loss of weight through dict and medical 
means may, On occasion, be in a measure effective to 
reduce the breasts, but it also creates an unesthetic con- 
dition of flap-like skin bags. 


In pendulous, congested breasts, the question is no 
longer one of pure esthetics, but also one of correc- 
tion of a pathologic entity, causing actual physical 
distress, such as drawing pains, Oppression, tension, 
various types of eczema, psychic depression, and in- 
feriority complexes. Axhausen says, “Hypertrophy of 
the breasts, especially in young individuals, is not 
purely an esthetic condition . . . it is often a serious 
disease condition.”’ 


Read before the Fifty-fifth Annual Meeting of the Hawaii Terri- 
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The ideal results one aims to accomplish in plastic 
reconstruction of the breasts are: 


1. The newly re-formed breasts must be situated in 
their normal position: 


2. They must have the form and size of the normal 
breast, with no injury to the blood and lymph vessels. 
3. The scars should be as inconspicuous as possible. 


4. Both breasts should be symmetrical. 


All of these prerequisites can be achieved by prop- 
er technique. If possible, the function of the breast 
should not be destroyed. 


Reconstruction operations on the pendulous breasts 
may be divided into four principal divisions: 


1. Procedures aimed to suspend the breast after proper 
dissection to the costal cartilage of the second or third 
rib (Girard). 


Transpositions of the nipple, with remodeling of the 
breast tissue (Lotsch-Kraske, Axhausen, and many 
others). 


N 


3. The third variety, of which the Lexer-Hollander, and 
Joseph operations arc representative, consists of an 
incomplete detachment of the connection between the 
breasts, nipple, and skin covering. followed by recon- 
Struction of the form of the breast by excision of the 
required amount of tissuc, and finally, by proper flap 
placements. These are the two-stage and occasionally 
three-stage operations (Joseph) 


1. Transplantetion of the nipple, wit ste reconstruc: 


tion of the breast. (Max Thorcek. Protesser of Surgery, 
Cook County, Graduate Schoo! ledicine. ) 

Two excellent articles can be found ino the be teun 
Journal of Surgery of March 1945 on plastic surgery 
of the breast one by Max Thorck, and one by A 
Graham Biddle. The same journal tor April 1945 has 
an article on the same subject by Jacques Wi. Maliniac 


Number 4 is the type of operation which I will 
discuss tonight, and T have quoted freely, and at 
times verbatim, from Thorek’s published writings. I 
have adopted this method entirely over the other types 
of operations because it has been clearly shown that 
practically all breasts of sufficient size to demand re 
construction surgery are functionless; and that when 
it is done in the child-bearing period, no harm or 
inconvenience results. In one personal casc, done 
upon a nurse, who gave birth about two years subsc- 
quent to operation, it caused no difficulty. The Tho- 
rek type of operation is technically casicr to do and 
the percentages of disaster are much less. 


Axhausen, in 1926, in evaluating the various mcth- 
ods, questioned the fate of transplanted nipples as de- 
scribed by Thorek. He stated, “If this important 

uestion could be answered in the affirmative, it 
would then certainly be better to resort to Thorek’s 
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operation than to court a possible necrosis of the nip- 
ple, should there occur a mishap by reason of a tech- 
nical error in performing a transposition operation.” 
It has been clearly shown since that time that these 
fears are unfounded, and that, properly transplanted, 
nipples do unite to subjacent structures. 


It must be borne in mind that the blood supply of 
the female breasts springs from the following sources: 


a. the lateral thoracic artery, a branu. of the axillary 


artery. 


the internal mammary artery, a branch of the sut 
clavian artery. 


the perforating branches, arising trom the third to the 
seventh inter-costal arteries. 


The largest ot these is the lateral thoracic artery, 
which courses along the lateral side of the chest and 
divides into two or three branches, winding its way 
to the outer half of the breast which it supplies. The 
second largest blood vessel is the internal mammary 
artery, which also divides into two or three branches 
and courses mesially toward the median half of the 
breast, which it supplies, particularly the central glan- 
dular portion. Besides these, there are the arteries 
which penetrate the intercostal spaces and the pectoral 
muscles. These also divide into two branches which 
approach the breast from behind and are responsible 
for the blood supply of the deeper central portions 
of the breast. The nipple and its areola are, for the 
most part, supplied from branches of the inter-costal 
and the internal mammary artery. The lateral thoracic 
artery, the largest of the group, does not take part in 
the blood supply of the nipple, but assumes the re- 
sponsibility of supplying the outer half of the breast 
and its surface. 


The blood supply plays a very important role in 
plastic surgery of the breast. If the branches of the 
internal mammary artery are encroached upon, or if, 
on the lateral aspect, vessels entering the breast from 
the axillary line are injured, necrosis may result. 


To be assured of a grateful and satisfied patient, 
there are several objectives that must be kept in mind. 
Do not operate upon any patient who is not most 
anxious to have it done, and who has not interviewed 
a patient who has been previously operated upon a 
considerable time before. In all overweight patients, 
do not operate until their weight has been reduced to 
the amount desired. Do not operate upon any pa- 
tient who has neurotic tendencies. Thoroughly ex- 
plain to all patients what is to be done, and the risks 
involved. 


The Thorek type of operation contemplates being 
done in one stage. This I do not do, because I have 
been unable, so far, to properly visualize where the 
resulting nipple transplantation should be. Second, 
the total time spent in the hospital is considerably less 
in two stages than in one. The bandaging following 
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the two-stage operation is infinitely easier to apply, 
and with much less discomfort to the patient. 


Should there be any necrosis of the transplanted 
areola, it can be corrected from the areola remaining 
at its normal site. 


The one disadvantage is that two anesthetics are 
required. Some surgeons do the transplantation por- 
tion of the operation under local anesthesia. This I 
have not done as it is easier done under a light gen- 
eral anesthesia. 


No patient need remain in the hospital more than 
one day following the transplantation stage. I have 
had no patient remaining in the hospital more than 
five days following the second stage of the operation. 


The failures in mammaplastic surgery are largely 
the result of mistakes in technique and errors of es- 
thetic judgment. Technical failures are due largely, 
as in other surgical spheres, purely to inexperience. 
It is rather the avoidable errors of the experienced sur- 
geon in the fields of mammaplastic procedure that 
require consideration. 


Reconstruction of the pendulous, hypertrophic 
breasts is unquestionably a major operation. It is car- 
ried out under general anesthesia, and under the usual 
aseptic and antiseptic precautions. Keep in mind the 
blood supply of the breast. If this is interfered with 
seriously, the result may be disastrous. Most of the 
failures are due to post-surgical complications which 
are, mainly, hemorrhage, liquefaction of fatty tissue, 
or infection, sloughing and gangrene of skin, breast 
tissue, nipple and areola. 


It is of utmost importance to ligate even the small- 
est bleeders. Secondary hemorrhage, with clot forma- 
tion, is often responsible for the ruin of an otherwise 
successful operation. The most common complication 
is fatty tissue liquefaction. This may, in some cases, 
be a late manifestation. 


The new site of the nipple is extremely hard to ar- 
rive at by the various mathematical formulae which 
have been laid down. The site is selected and marked 
with methylene blue by pricking the skin with a 
small hypodermic needle the day previous to opera- 
tion with the patient stripped to the waist and stand- 
ing in an erect position, keeping in mind that when 
the second stage is done, this selected site will be 
pushed upward between one and two inches. 


We must also keep in mind that the size of the 
areola transplanted tends to shrink to a marked de- 
gree so that the amount of skin removed from the 
new site must be considerably smaller. I have used 
with entire satisfaction in all cases, a silver dollar as 
the outline for the areola and a half-dollar for the 
amount of skin to be removed at the new site of the 


nipple. 


Preliminary to the operation I have used only soap 
and water cleansing and a sterile dressing. 
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TECHNIQUE OF OPERATION 


The removal of the skin for the new nipple site is 
done first. The thickness of the skin removed is such 
as to leave a thin basal layer of epidermis. The nip- 
ples and areolae are dissected as for obtaining a full 
thickness skin graft. This dissection is made easier by 
coating the skin with sterile vaseline and then wiping 
it almost dry. Care must be used to avoid including 
any subcutaneous or fatty tissue, but near the nipples 
the dissections must be made deeper in order to in- 
clude some of the smooth muscle tissue. The trans- 
plant is then fixed to its new site by interrupted silk 
or cotton sutures. The first four sutures must be 
placed equidistant from each other, that is, at 12, 3, 
6, and 9 o'clock. The sutures should be placed closely 
together, taking care that the edges are brought to- 
gether meticulously correct. 


The raw site, where the areola and nipple have been 
removed is sutured in a straight line with silk or cot- 
ton. In fact, at no time during the operation js any- 
thing but silk or cotton used. 


The transplant is covered with a square of paraf- 
fined-mesh gauze, over which is placed several layers 
of plain gauze. 


Upon completion of the operation, the breasts are 
bound moderately tight by a scultitus bandage. The 
patient is allowed to go home the day following oper- 
ation, and is restricted very little in her activity. The 
preliminary dressing is usually done at the end of one 
week. Be careful to thoroughly soak the dressing in 
sterile water or normal salt solution before removing 
it. 


It has been found by many surgeons that the trans- 
planted nipple and areola does not become absorbed, 
or die, but continues as normal vascularized living tis- 
sue in the vast majority of cases. If, a few days fol- 
lowing the transplantation of the nipple, the surface 
of the latter appears dark, or even black in color, the 
transplantation is not necessarily unsuccessful. On the 
contrary, in most cases, if not in all, where the tech- 
nique has been faultless, and the post-operative care 
proper, the superficial, discolored layer, representing 
only the stratum corneum, exfoliates, while the cutis 
vera goes on to healing by primary union. It may 
take a few weeks for the stratum corneum to separate. 
A period of approximately two months is usually al- 
lowed before the second operation is performed. 


The marking of the lines of incisions for the sec- 
ond operation is done the day previous to operation 
with the patient again in the standing position. The 
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lower incision is made directly in the fold of the 
breast. This is vitally necessary. As to how far this 
incision is extended outward and upward depends en- 
tirely upon the individual case. 


One must use a keen sense of artistry as to where 
to place the upper incision, for it is extremely difficult 
to visualize how the breast will appear with the 
woman in the upright position when she is prone on 
the table. The upper incision is carried completely 
through all breast tissue, and the excess breast re- 
moved. Three or four towel clips are then placed 
along the upper skin edge and approximated to the 
lower skin edge. One then must judge how much fat 
and breast tissue must be removed to give a proper 
contour. When this has been accomplished, haemo- 
stasis must then be absolute. 


The upper skin line is always longer than the low- 
er. Three or four interrupted silk or cotton sutures, 
are first placed at either end of the wound. The ex- 
act center of both the upper and lower edges are then 
ascertained, and sutures placed accordingly. After 
three or four sutures are so placed in the center, the 
exact center of the outer and inner sides are again 
measured and sutured in a like manner. This method 
readily gives an accurate approximation. 


Care must be taken that there is no dog-ear at the 
outer end of the incision. This can be prevented by 
carefully determining where the original incision 
should be placed, and if necessary, trimming away 
skin as needed to accomplish the desired result. 


After one breast has been completed, one must be 
extremely careful to re-shape the second breast so that 
it will accurately match the other. 


A dry, moderately firm gauze dressing is then ap- 
plied, and again held in place with a scultetus band- 
age. The dressing must be so applied that the pres- 
sure will be evenly distributed over the entire breast. 


There is a surprisingly small amount of pain or 
shock following the operation. All patients have been 
allowed up and about the following day. 


The first dressing is usually done at the end of one 
week. Alternating sutures are usually removed at the 
first dressing. Sutures on the outer and under aspect 
should not be removed prior to ten days following 
the operation as there is apt to be a skin separation. 
The suture lines should be carefully inspected to ascer- 
taih if there is any area of fat liquefaction. If so, 
such areas must be promptly opened. So far, I have 
had none that caused serious or unsightly complica- 
tions. 


Fronk-Wynn Clinic, 1136 Union St. 











The Management of Occipitoposterior Positions 


MAJOR ARTHUR M 


During the past decade much information as to 
the cause of occipitoposterior positions has_ been 
gained by x-ray studies of the pelvis. Thomas was 
among the first to point out the relationship between 
the shape of the pelvic inlet and the position of the 
vertex. D'Esopo' believes that 90 per cent of the 
posterior positions may be accounted for on the basis 
of the anthropoid pelvis in which there is a narrow- 
ing of the forepelvis with an ample anteroposterior 
diameter. By engaging in the transverse or oblique 
posterior plane, the widest diameter of the head 
avoids the narrowest diameter of the pelvis. 


The present trend is to consider this position as 
normal, contrary to the former teachings that it was 
distinctly pathological. Calkins? states that in his se- 
ries of 780 such cases the length of labor and the 
operative incidence were not materially increased. 
While it is true that the majority will spontaneously 
rotate to an anterior position, most obstetricians are 
not in complete accord with his views. It is generally 
conceded that the morbidity and mortality for both 
the mother and baby are increased. 


The entire subject of treatment cannot be covered 
in this brief space; therefore, thc remarks will be con- 
fined to management when the head is engaged and 
anterior rotation fails to occur. 


A lesser percentage of cases will rotate sponta- 
neously to a direct posterior position. In these the pel- 
vis is usually ample and I have found no contradic- 
tions to delivery as such, provided an adequate epi- 
siotomy is done to prevent severe lacerations. 


The most common indications for Operative inter- 
ference are fetal and maternal distress, prolonged sec- 
ond stage and uterine inertia. 


Numerous methods for dealing with persistent pos- 
terior positions have been advocated. To mention a 
few: Tarnier’s maneuver, in which there was an at- 
tempt to rotate the head by upward pressure with 
the fingers behind the ear; Hodges’ maneuver of up- 
ward pressure on the synciput during pains; the use 
of manual rotation followed by forceps delivery; or 
the use of forceps as both the rotating and delivering 
agent. 


Read before the Post Graduate Session of the Honolulu County 
Medical Society, January 11, 1945. Approved for publication. The 
opinions and views sct forth in this article are those of the writer and 
are not to be considered as reflecting the policies of the War Depart- 
ment. 
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The method of choice, and one that is possible in 
the majority of cases, is to manually rotate the head 
to an anterior position and then apply forceps for de- 
livery. The head is grasped and rotated to a position 
of overcorrection and without removing the fingers 
the posterior blade is inserted. In this manner the 
head is prevented from returning to its original site 
during the application. The posterior blade then 
maintains the position while the anterior one is ap- 
plied. 

If manual rotation is unsuccessful, forceps rotation 
must be done. This maneuver was first employed by 
Scanzoni in 1865. In the case of an R.O.P. the forceps 
are applied in the same manner as in an L.O.A. posi- 
tion. The head is then rotated by swinging the han- 
dles through a wide arc so that the apex of the blades 
will act as the axis of rotation. The handles should 
never be twisted in an effort to accomplish the de- 
sired position. In most instances it is necessary to 
push the head upward after the forceps are applied 
to avoid any pelvic obstruction which might have 
prevented spontaneous rotation at that level. In some 
instances the head can be brought downward and ro- 
tated in the lower forepelvis, depending on the bony 
contour of the pelvis. The forceps are then reapplied 
to the anterior position and the delivery completed. 


In 1915 Kielland devised a forceps without pelvic 
curve with which the fetal head can be grasped re- 
gardless of the position in which it may lie. Only 
one application is necessary for rotation and delivery. 
Difficulty may be encountered in applying the anterior 
blade; therefore this method has not been as widely 
employed as the Scanzoni maneuver. 

The usual methods of operative delivery may then 
be summarized in order of preference as: (1) Man- 
ual rotation; (2) Scanzoni’s method of double forceps 
application; and (3) Kielland’s method of single for- 
ceps rotation. 


By careful examination of the pelvis during the 
prenatal period one can often anticipate the problems 
which may be encountered during labor. In doubtful 
cases x-ray studies of the pelvis should be done. 
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EDITORIALS 


GASTROSCOPY 


Since the introduction of the modern flexible gas- 
troscope by Rudolph Schindler in 1932, gastroscopy 
has become an increasingly valuable aid in the diag- 
nosis and treatment of obvious and obscure lesions of 
the stomach. The indications and contraindications to 
the procedure, as well as its shortcomings, are now 
well recognized. 


The preoperative preparation of the patient and 
technique of introduction, with minor variations, have 
been well standardized. Suffice it to say that the pro- 
cedure may be carried out on anyone who is not mori- 
bund, except for a few definite contraindications. The 
esophagus must, of course, be patent. The presence 
of large esophageal varices are said to render the pro- 
cedure highly dangerous. Marked kyphosis or arthri- 
tic ankylosis of the spine may prevent the introduc- 
tion of the instrument. General debilitation and car- 
diac disease are not considered contraindications. 


It is of course highly important, for a satisfactory 
examination, to obtain the fullest cooperation of the 
patient. Each step is carefully explained as the exam- 
ination proceeds. This psychological preparation can- 
not be hurried, and most observers are amazed at the 
smoothness with which the operation is accomplished. 


The value of a clear view of a cavity of the body 
cannot be overemphasized. With the modern instru- 
ment a view comparable to that of a cystoscope is pos- 
sible in almost every case. Yet physicians as a whole 
have been slow to adopt this procedure. The reason 
for this reluctance is probanly a carry-over from the 
unsatisfactory and often definitely dangerous era of 
the old type rigid instrument. There remains, how- 
ever, even with flexible gastroscope, a definite risk to 
the procedure. In the hands of those especially 
trained, the risk is practically negligible. It must be 
remembered, however, that perforations of the eso- 
phagus and stomach do occasionally occur. 
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The greatest advantage of gastroscopy over other 
methods of examination of the stomach is that the 
mucosa is seen by direct vision. With the exception 
of a small portion of the lesser curvature of the an- 
trum distal to the angulus, a small portion of the pos- 
terior wall upon which the instrument lies, and vary- 
ing amounts of the extreme cardiac portion, the whole 
of the stomach can be seen. 


It should be stated at the earliest opportunity that 
gastroscopy is not, by itself, a complete diagnostic 
procedure. It is an adjunct, and an adjunct only, to 
a careful and complete x-ray examination. It has 
been proved many times that either procedure alone 
may miss lesions easily demonstrated by a combination 
of the two. The author does not mean to infer that 
gastroscopy should be routinely used in the exami- 
nation of all patients suspected of having disease of 
the stomach. Although the procedure is painless, it 
remains an uncomfortable ordeal to the patient, and 
one that must be reserved for special indications. 


It is in the differential and early diagnosis of or- 
ganic lesions of the stomach that gastroscopy has its 
greatest value. Under modern roentgenographic study 
there has been no appreciable lowering of the mor- 
tality rate from carcinoma. This is due to one thing 
only—diagnosis is not made early enough so that the 
lesion can be subjected to surgery in the operable 
state. One of the clearest indications for gastroscopy 
is the patient who is suffering from vague stomach 
disorders, with achlorhydria and with or without 
positive Or suspicious x-ray findings. 


Surgeons as a whole are viewing all gastric ulcers 
with increasing suspicion. The differentiation of a 
benign from a malignant ulcer by x-ray alone is not 
always easy. By the time a definite change*has taken 
place the period of operability may well be passed. 
Very often the x-ray will give a false impression of 
healing, due to the fact that the crater has become 
filled with t:ucus and exudate. The gastroscope will 
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not only reveal this condition but also by direct view 
will show the infiltration, induration, and interference 
of motility brought on by neoplastic invasion. In the 
hands of experts, in known carcinomas, the gastro- 
scope can often be relied upon to determine oper- 
ability with as great a degree of accuracy as can the 
surgeon during exploratory laparotomy. Lesions that 
have already infiltrated the stomach wall by local 
metastasis, or those involving very large areas, may 
well be spared a laparotomy. Benign tumors and 
polyps as a whole are easily seen and differentiated. 


Perhaps the next greatest value of gastroscopy is in 
the diagnosis and treatment of the so-called gastric 
neurosis. Many are the patients who continue to 
complain of ulcer type pain, have negative x-ray find- 
ings, and are on an adequate ulcer regimen. The gas- 
troscope may reveal atrophic or hypertrophic mucosal 
changes, interference with motility, or even ulcers 
not demonstrable by x-rays. The psychological effects 
of a direct negative examination are obvious. 


Often, in the postoperative stomach, x-ray exami- 
nation is unsatisfactory. A great deal may be learned 
by direct visualization of the stoma and surrounding 
mucosa. Marginal ulcers are, as a rule, easily demon- 
strated. The gastroscope also may show whether or 
not the artificial stoma has taken up the normal rhy- 
thm of a true pylorus; if not, poor function will per- 
sist until corrected. 


This is merely a summary of some of the facts 
concerning gastroscopy. It is a safe procedure of 
proved value that gives information obtainable in no 
other way. It should be stressed again that gastro- 
scopy has its greatest value when combined with a 
careful clinical and x-ray examination. The appear- 
ance of a-disease noted in the gastric mucosa must be 
correlated and evaluated with the clinical picture of 
the patient as a whole. It is hoped that the more fre- 
quent use of the gastroscope may help to lower the 
mortality in the almost hopeless disease of cancer of 
the stomach. 


C. M. BurGeEss, M.D. 





BOOK REVIEW 


Men Under Stress, by Lt. Col. Roy Grinker and 
Major John Spiegel. Philadelphia, The Blakiston 
Co., 1945. 


This book grew out of the authors’ extensive 
experience with psychiatric problems in the ground 
and air forces in the European Theater of Operations. 
It is interesting, comprehensive, and so well written 
to make the various reactions understandable. 
Prevention, treatment and after-care stem naturally 
from this understanding. The dynamic nature of 
maladjustment is repeatedly demonstrated. There 


as 
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is no longer any place for the concept of ‘‘weakness”’ 
in those who cannot satisfactorily absorb and organ- 
ize all the stresses upon them in war. 


‘“Narco-synthesis""—a form of treatment used ex- 
tensively by the authors in many cases—is well pre- 
sented. This form of therapy probably represents 
a technical advance attributable more or less directly 
to the war situations. 


WILLIAM F. SHANAHAN, M.D. 





PREMARITAL EXAMINATION FOR SYPHILIS 


On and after July 1, 1945 every person marrying 
in the Territory of Hawaii must obtain a medical 
examination for syphilis including an approved blood 
test. The examination and blood test must be made 
within a period of thirty days immediately prior to 
the first day on which such license may be issued. 


Procedure of Examination 


1. The applicant for marriage consults a: licensed 
physician or commissioned medical officer of the U.S. 
Army, Navy, or Public Health Service for an examina- 
tion and blood test. 


2. The physician sends a specimen of blood to an 
approved private laboratory or the Board of Health 
laboratory. The physician does not fill out any form at 
this time. It is extremely important, however, that the 
specimen be labelled or checked “premarital blood 
test’, as the laboratory issues the certificate form only 
for specimens so identified. 


3. The laboratory examines the specimen and 
initiates the ‘Premarital Health Certificate.” The 
upper portion of the certificate is filled in by the 
laboratory and it is then sent to the physician along 
with a copy of the laboratory report. 


4. After examining the applicant for evidence 
of syphilis and inspecting the laboratory report, if 
there is no evidence of infectious syphilis the phy- 
sician completes the certificate by dating and signing 
it, and gives it to the applicant. 


5. The applicant signs the certificate and presents 


it to the license agent when applying for a license 
to marry. 





POST-WAR HEALTH PLANS 


The Post-war Planning Committee for Health, for- 
merly a branch, under Dr. C. L. Wilbar, of the 
Chamber of Commerce's Post-war Planning Com- 
mittee for Human Welfare, is about to be absorbed 
into the Public Health Committee of the Chamber of 





I 
EDITORIAL 
) 
Commerce, under the direction of Dr. Raymond Ne- COMMITTEE 
belung. On the occasion of this transfer, which is | ANP CHAIRMAN sae 
occurring after between six months and a year of ac- One therapist can run a department in 2 or 3 small 
tivity of the various groups, Dr. Wilbar presented hospitals, with help. 
. to Mr. Arthur Eyles a preliminary report of the find- Locally available occupational therapy supplies should 
- ings of the committees. These are embodied in thirty- be used when feasible. 
5 four pages, and are much too voluminous to reprint A central headquarters and fund for obtaining and 
, in detail distributing occupational therapy supplies would be 
y ; desirable. 
There are 18 committees, of which all except 8 (Physiotherapy) 
(those on Health ge rg a —— School Ruri Aust 
: and Chi 24 nta ipiene, : 
Health, Maternal ast chi Healt a? yg A permit to practice physiotherapy should be required 
Statistics and Biometrics, Industrial Health, Com- in the Territory (this is now law) 
munity Education, and Nursing Services) have ar- 
rived at some preliminary or final conclusions. Of | Communicable Diseases 
the 22 subcommittees, 11 have not as yet arrived at Dr. A. V. MOLYNEUX 
any conclusions: these are the subcommittees on Hos- (Venereal Diseases ) 
y . ~ . . . . - 
E pital Services, Clinical Laboratory Services, Dental Dr. SAMUEL ALLISON 
L ncec cw ; Ce 2 eaACceCc 
d Serv ICES, Leprosy, Other Communicable Diseases, The Health Department should have a separate Bu- 
Chronic Diseases, Maternal Health, Child Health, reau covering preventive medicine, communicable 
. Sewage Disposal, Garbage Disposal, and Meat Con- diseases, tuberculosis, and venereal diseases. 
0 trol. Treatment for “VD" should be available to all 
Hospitalization of "WD" cases should be freely per- 
A summary of the reports, with the title and chair- mitted. 
man of each reporting group follows: Outpatient treatment for "VD" must be continued, at 
d Palama or elsewhere. 
5 COMMITTEE Supervised free provision of antisyphilitic drugs 
a- AND CHAIRMAN RECOMMENDATIONS should be continued. } 
All contacts and delinquent cases should be followed 
Hospital Beds up, examined, returned to treatment if necessary. 
in Harry P. FIELD Extensive serologic surveys are recommended. 
th Tuberculosis sanatoria should be centrally controlled. — blood tests are recommended (this 15 nou 
au’). 
at The Johnson-Onstott reports are endorsed. ; . 
1e J P Free “VD" laboratory service should be continued. 
id Clinics “VD" education should be continued. 
ly Dr. J. W. LAM Prophylactic stations should continue to be operated 
) Pal Clinic should tly b by the Army. 
‘eee tals RE PN Oe a oe Universal reporting of all “WD” contacts should be 
id : *P Tae continued. 
The Chamber of Commerce should study the post- 
1€ war need for out-patient facilities in our hospitals (Tuberculosis ) 
he eeceets Dr. H. H. WALKER 
ig edical Treatment Services ; 
&g Was: B Casieens Leahi Hospital should immediately be expanded to 
ee ; about 950 beds. 
ce (Medical Services) Centralized control of Territorial tuberculosis sana- 
. toria should be vested in a committee responsible to 
if Dr. A. S. P 
S. PRICE the Board of Health. 
a The proposal and supervision of any Basic Science 7 
ng Law should be the responsibility of the University | Nutrition 
of Hawaii. Mar JORIE ABEL 
= The one-year residence clause should not be altered The Territory needs a coordinating committee for nu- 
: at present. trition. 
se : : en 
Fellowships and interneships on the Mainland should Each county needs a Board of Health nutritionist. 
be fostered for men planning to practice here. Each large industry needs its own nutritionist. 
Doctors wishing to practice here should be required The Dept. of Public Welfare needs a nutritionist. 
to have had 2 or more years of premedical study, The Dept. of Public Instruction needs several nutri- 
graduation from a class A medical school, and 1 tionists. 
year's (or, for the duration, 9 months’) interneship. The Dept. of Institutions needs a food supervisor. 
(Occupational Therapy ) The Hawaii Teachers’ College should require one se- 
Mas. L M D PY mester of dietetics. 
rs. L.M. Dow eR: S - 
or- . wens The University of Hawaii should offer a summer 
he A system of licensure of occupational therapists is school course in public health nutrition, and social 
m- needed _ here. workers should be required to take it. 
ed The present volunteer training program of such per- Flour in Hawaii should be enriched (this is nou 
aft sons should be continued. law). 
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COMMITTEE 


AND CHAIRMAN RECOM MENDATIONS 


Sanitation 
B. J. McMorrow 


(Pure Foods and Drugs) 
GEORGE AKAU 
Food inspection should be a Board of Health function 
(this 7s nou lau’). 


Peddlers of food or food products should obtain 
Board of Health permits (sis is now law). 


Food, drug and cosmetic manufacturers should be re- 
quired to hold Board of Health permits. 


(Rodent Control ) 
KAARLO W. NASI 
Rodent control should be expanded and better financed 
(done by 1945 Legislature). 
Rodent control education is needed, including high 
school instruction in it. 
Honolulu and Hilo garbage disposal and rat-proofing 
need to be improved. 


The USPHS should be on guard against importation 
of rodents into the Territory. 


(Mosquito Control ) 
ArVE H. DAHL 

A Board of Health Division should be created to 
supervise this field. 

$168,000 should be spent on it in the next 2 years 
(authorized by 1945 Legislature). 

Control requires premise to premise inspection, edu- 
cation, a complaint service, special spraying and 
fish-planting where needed, survey of airport areas, 
coordination with military control efforts, and a 
permanent staff which can be rapidly expanded in 
case of a mosquito-borne epidemic. 

High-schools should teach mosquito control. 


( Milk Control) 
Dr. W. B. HERTER . 
The USPHS Milk Code and Ordinance should be 
adopted here (this is now law). 


All Honolulu (and perhaps all Territorial) milk 
should be pasteurized. 


( Parasitology ) 
J. E. ALICATA 
The Board of Health should establish and maintain 
a parasitological research laboratory. 
The Board of Health should question physicians re- 
garding parasite-caused diseases. 
( Water Control) 
L. H. HERSHLER 


The Territory should purchase 12,000 acres of wa- 
tershed land to prevent its private. development. 
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COMMITTEE 


AND CHAIRMAN RECOM MENDATIONS 


The sewerage program of the City and County is en- 
dorsed. 


The next 10 years will see the need of an added 20,- 
000,000 gallons of water a day for suburban resi- 
dents. 


(Healthful Housing) 
F. A. SCHRAMM 
13,500 new units currently needed, and 2,000 more 
each year. 
Present slum clearance program not needed now. 
Land utilization program of Honolulu Planning Com- 
mission should be encouraged. 
Sewerage extensions and other municipal facilities 
should be available before building is allowed. 
Building codes should be revised to conform to local 
conditions. 
A trained public health engineer should be made 
available to help supervise the housing problem. 
Requisitioning of civilian building materials by the 
military should be at a minimum. 


Public Health Administration 
Dr. R. H. ONSTOTT 
This committee will confine itself to recommendations 


regarding laws, regulations, and health organiza- 
tions. 


Professional Health Education 
Grecc M. SINCLAIR 
Boards of Examiners in all the healing arts should 


file their questions and their results with the Board 
of Health. 


Such Boards should be made more nearly uniform. 


National Boards should be accepted as standard re- 
quirements for qualification of specialists. 

University of Hawaii should train sanitary inspectors. 

Pan Pacific and other international meetings of those 


engaged in healing arts should be encouraged, and 
held at the University of Hawaii when feasible. 


The University should train persons in Physical Edu- 
cation and Recreation. 


The University is commended for offering training 
in Nursing, Medical Technology, and Bacteriology. 


The foregoing material represents an enormous 
amount of constructive thought and discussion and 
work by the members of the committees. The com- 
mittees and subcommittees which have not yet report- 
ed have in many instances done a great deal of work, 
and their reports will no doubt be ready later on. The 
whole program is an altogether admirable one, and 
a great deal of good may be expected to come of it. 
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CLINICO-PATHOLOGIC COMMENT 


EVALUATION OF LABORATORIES APPROVED TO 
CONDUCT PRENATAL AND PREMARITAL 
SEROLOGIC TESTS FOR SYPHILIS, JUNE, 1945 


Thirty-two laboratories, including those of the 
Board of Health, expressed their desire to participate 
in the serologic evaluation held on June 5, 1945. 
Through the cooperation of the Territorial Hospital 
for the Mentally Ill, blood specimens were obtained 
from 5 individuals with varied serologic pictures. A 
portion of one of these specimens (#2) was diluted 
with pooled negative sera 1:15, 1:8, 1:4, 1:2 artd 1:1. 
These dilutions respectively were used as specimens 
#6 to #10. While 10 specimens may not be con- 
sidered sufficient to gauge the sensitivity and speci- 
ficity of serologic results, it was felt that these, with 
subsequent evaluations at frequent intervals, would 
meet the practical needs of the community satisfac- 
torily. Identical specimens were submitted to all the 
participating laboratories under code numbers. Each 
laboratory was given an identifying number by means 
of which it could compare its findings with the results 
of the other participants, whose identities were also 
concealed by identifying numbers. 


One complement-fixation test, the Kolmer, and 3 
standard flocculation tests, the Kahn, Kline, and 
Eagle, were performed by the participating labora- 
tories. 


Twenty-eight of the 32 laboratories taking part per- 
formed Kahn tests. Seven did the Kahn test alone, 14 
the Kahn in conjunction with Kolmers, 3 the Kahn 
with Klines and 5 did Kahns with Eagles. Thirteen 
laboratories performed Kolmer tests, all of them 
along with one or more flocculation tests. 


This was an evaluation of laboratories and not of 
the specificity or sensitivity of any given serologic test 
for syphilis. Only one serum specimen (#4) was 
from a normal donor. Specimens 1, 2, 3 and 5 came 
from treated cases of syphilis with varied reagin ti- 
ters. Specimen 2 was diluted in the previously men- 
tioned proportions with pooled negative serum to pro- 
vide specimens 6, 7, 8, 9 and 10. 


One of the 28 laboratories performing Kahn tests 
reported unsatisfactory readings. A check with this 
laboratory revealed that the technician was inacti- 
vating blood sera at 37° C. instead of 56° C. and in- 
cubating at 56° C. Because of this error, the techni- 
cian had been reporting all “‘positive’’ blood speci- 
mens as ‘‘negative.’” Three laboratories reported low 
readings. Three laboratories failed to interpret the 
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results of their Kahn tests properly for one or more 
of the specimens. The interpretation of Kahn tests 
was guided by U. S. Public Health Service Supple- 
ment No. 9 to Venereal Disease Information, 1939 
(pages 190-191). ‘’A total of 6 pluses to 12 pluses 
on the three tubes be reported Positive. A total of 
21/, pluses to 5 pluses on the three tubes be reported 
Doubtful. A total of 2 pluses or less be reported 
Negative.” 

Two of the thirteen laboratories performing Kol- 
mer complement-fixation tests showed high sensitivity. 


Two of the nine laboratories performing Eagle tests 
reported positive specimens as negative. 

The three laboratories conducting Kline tests were 
in full agreement. 


The results of this evaluation test revealed that with 
the exception of a few laboratories, the ‘serologic work 
performed by the laboratories throughout the Terri- 
tory of Hawaii continues to be of high quality. The 
degree of uniformity among the majority of the la- 
boratories evaluated represents the upper limit attain- 
able with the technical methods now available. 


On the basis of the results of the aforementioned 
evaluation, the following 31 laboratories have been 
approved by the Board of Health to conduct prenatal 
and premarital serologic tests for syphilis during the 
current fiscal year: 


OAHU 


Ewa Plantation Hospital Laboratory 

Dr. Pinkerton’s Laboratory 

Honolulu Peacetime Blood Plasma Bank Laboratory 
Queen's Hospital Laboratory 

Kuakini Hospital Laboratory 

Alsup Clinic Laboratory 

Leahi Hospital Laboratory 

Fronk-Wynn Clinic Laboratory 

Drs. Batten & Bell Laboratory 

St. Francis Hospital Laboratory 

City & County Emergency Hospital Laboratory 

Drs. Culpepper & Bailey Laboratory 

Kahuku Hospital Laboratory 

The Clinic Laboratory 

The Medical Group Laboratory 

Kapiolani Maternity & Gynecological Hospital Laboratory 
Board of Health Laboratory, Honolulu 


HAWAII 


Hilo Memorial Hospital Laboratory 
Puumaile Hospital Laboratory 
Board of Health Laboratory, Hilo 
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MAUI 


Kula Sanatorium Laboratory 
Malulani Hospital Laboratory 
Puunene Hospital Laboratory 

Paia Hospital Laboratory 

Wailuku Board of Health Laboratory 
Pioneer Mill Hospital Laboratory 


KAUAI 


Samuel Mahelona Hospital Laboratory 
Kauai Medical Society Laboratory 
Board of Health Laboratory, Kauai 















Clinicians agree that Schieffelin BENZE.- 
STROL is a significant contribution to ther- 
apy in that it is both estrogenieally effective 
and singularly well tolerated, whether ad- 
ministered orally or parenterally. 


“In our hends it has proved to be an effective 
estrogen when administered either orally or 
parenterally and much less toxic than diethylstil- 
bestrol at the therapeutic levels”. (Talisntan, 
M. R.—Am. Jour. Obstet. & Gynec. 46, 534, 1943) 


“During the last two years I have used the new 
synthetic estrogen Benzestrol in patients in whom 
estrogenic therapy was indicated. The results 
have been uniformly satisfactory”. (Jaeger, A. S 
Journal Indiana State Med. Assn. 37, 117, -1944) 
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MOLOKAI 


Shingle Memorial Hospital Laboratory 
Board of Health Laboratory, Molokai 


In addition to the laboiucories listed above, the la- 
boratories of the Army, Navy and Public Health Serv- 
ice are acceptable, for legally required serologic tests 
for syphilis. 


BERNARD WITLIN, ScD.* 





*Bacteriologist, U. S. Public Health Service, States’ Relations Di 
vision a to the Board of Health, Territory of Hawaii as Acting 
acteriological Laboratories. 


Director, 








Schieffelin BENZESTROL is indicated in all 
conditions for which estrogen therapy is or- 
dinarily recommended and is-available in 
tablets of 0.5, 1.0, 2.0 and 5.0 mg.; in solution 
in 10 cc. vials, 5 mg. per cc.; and vaginal 
tablets of 0.5 mg. strength. 


Literature and Sample on Request 


Schieffelin & Co. 


Pharmaceutical and Research Laboratories’ 
20 COOPER SQUARE © NEW YORK 3, N.Y. 
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THE PROPOSED NEUROPSYCHIATRIC INSTITUTE 
BILL (H.R. 2550) 


H. R. 2550 was presented to the Congress of the 
United States on March 9, 1945, by Representative 
J. Percy Priest of Tennessee. It is endorsed whole- 
heartedly by the National Committee for Mental Hy- 
giene, and is receiving support from the American 
Psychiatric Association. It is intended to supply the 
demand for a program of proportions far beyond the 
range of private initiative and finance. 


The bill for the first time expresses Federal inter- 
est, commensurate with the size of the problem, in 
the advancement of knowledge of mental illness. 


It offers a needed outside lift to states and com- 
munities in their efforts to make progress in their 
campaign against mental illness. States and com- 
munities will be helped in providing clinic facilities 
on a broader scale. 

It promises a significant advance in overcoming 
geographical isolation, haphazard training of person- 
nel, half-hearted research, and meager financial sup- 
port which have in the past always handicapped any 
movement for national mental health. 


H. R. 2550 provides for the appropriation of a sum 
of $10,000,000 each fiscal year to establish a Nafsonal 
Neuropsychiatric Institute under the Surgeon General 
of the United States Public Health Service. This in- 
stitute would include a research center at Bethesda, 
Maryland, where it could enjoy the laboratory and 
other research facilities of that location. It also pro- 
vides for a National Advisory Council consisting of 
the Surgeon General and six members appointed by 
him from leading medical or scientific authorities out- 
standing in the study, diagnosis, or treatment of neu- 
ropsychiatric disorders. 


In carrying out the purposes of H. R. 2550, the 
Surgeon General is authorized through the Institute 
to: 


(a) conduct, assist, and foster researchers, inves- 
tigations, experiments, and demonstrations relating 
to the cause, prevention, and methods of diagnosis 
and treatment of neuropsychiatric disorders; 


(b) promote the coordination of researches con- 
ducted by the Institute, and similar researches con- 
ducted by other agencies, organizations, and individ- 
uals; 

(c) make available research facilities of the Serv- 
ice to appropriate public authorities, and to health 
officials and scientists engaged in special studies re- 
lated to the purposes of this Act; 


(d) make grants-in-aid to universities, hospitals, 
laboratories, and other public or private institutions, 
and to individuals for such research projects as are 


recommended by the National Advisory M 
Health Council; 


ental 


(¢) for purposes of study, admit and treat, at the 


Institute, voluntary patients; 


(f) collect and make available through publi 


cations and other appropriate means, informati 


mM as 


to, and the practical application of, research and other 


activities Carried on pursuant to this Act; 


(g) secure from time to time, and for suct 


? pe- 


riods as he deems advisable, the assistance and advicc 


of persons from the United States or abroad, wh 


O Aare 


experts in the field of neuropsychiatric disorders; 


(h) establish and maintain fellowships in th 
stitute; 


(i) (1) provide training and instruction in 


e In- 


miait- 


ters relating to the diagnosis, prevention, and treat- 
ment of neuropsychiatric disorders, (2) provide the 
necessary facilities where such training and instruc- 
tion may be given to persons found by the Surgeon 


General to have proper qualifications; and 


(j) assist, through grants, demonstrations, and as 
otherwise provided in this Act, States, counties, 
health districts, and other political subdivisions of the 


States and non-profit agencies in establishing 


and 


maintaining adequate measures for the prevention, 
treatment, and control of neuropsychiatric disorders, 
including training and instruction of personnel in sub- 


jects related to neuropsychiatry, and the provisic 


mn of 


necessary facilities for such training and instruction. 


The National Advisory Mental Health Co 
authorized: 


(a) to review research projects or programs 
mitted to or initiated by it relating to the stuc 


unci 


sub- 
dy of 


the cause, prevention, or methods of diagnosis and 


treatment of neuropsychiatric disorders, and to re 


com- 


mend to the Surgeon General, for prosecution under 
section 3 of this Act, any such projects which it be- 
lieves show promise of making valuable contributions 


to human knowledge with respect to the cause 


, pre- 


vention, or methods of diagnosis and treatment of 


neuropsychiatric disorders; 


(b) to collect information as to studies whic 
being carried on in the United States or any 


h are 
other 


country as to the cause, prevention, and methods of 
diagnosis and treatment of neuropsychiatric disorders, 


by correspondence or by personal investigation of 
studics, and with the approval of the Surgeon Ge 


such 
neral 


make available such information through the appro- 
priate publications for the benefit of health and wel- 


fare agencies and organizations (public or pTiv 


physicians, or any other scientists, and for the i 
mation of the general public; 


(c) to review applications from any unive 


ate), 
nfor- 


rsity, 


hospital, laboratory, or other institution or agency, 


whether public or private or from individuals, 


for 


l is 
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grants-in-aid for research and demonstration projects 
relating to neuropsychiatric disorders, and certify to 
the Surgeon General its approval of grants-in-aid in 
the cases of such projects which show promise of 
making valuable contributions to human knowledge 
with respect to the cause, prevention, or methods of 
diagnosis or treatment of neuropsychiatric disorders; 


(d) to review applications from any public or 
other non-profit institution for grants-in-aid for train- 
ing and instruction in matters relating to the diag- 
nosis, prevention, and treatment of neuropsychiatric 
disorders, and certify to the Surgeon General its ap- 
proval of such applications as it determines will best 
carry out the purposes of this Act; 


(e) to recommend to the Surgeon General for ac- 
ceptance conditional gifts pursuant to section 501 of 
the Public Health Service Act for carrying out the 
purposes of this Act; and 


(f) to make recommendations to the Surgeon Gen- 
eral with respect to carrying out the provisions of 
this Act. 


There is no question but that the intent of this Bill 
is good. The chief objections have been to the pro- 
posed channels of administration and control. There 
are those of us who feel that the government is al- 
ready practicing entirely too much medicine, and that 
this would put the Public Health Service a bit further 
along the road toward eventual domination of the 
medical scene. 
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The added objection has been raised that the chan- 
neling of grants through state health departments 
and through mental hospitals is not necessarily an 
ideal procedure. State hospitals and health depart- 
ments have been treating mental patients for many 
years, and there is certainly little evidence to show 
that, on the whole, their medicine is superior to that 
of private institutions. Until such evidence is pre- 
sented many of us are opposed to any legislation 
which will throw greater control to the states (which 
include Hawaii and Porto Rico under the terms of 
this bill). 


We feel that the bill should therefore make grants 
directly to the institutions or individuals concerned— 
at least in Hawaii—rather than through state agen- 
cies. We believe that otherwise the bill might prove 
detrimental rather than beneficial to the mental health 
situation by turning control of the administration of 
funds over to a Territorial agency to the possible ex- 
clusion of worthy agencies and individuals who are 
not connected with the government in some fashion. 


By and large, however, the proposed bill seems 
sound and worthy of support, with reservations as 
to the mode of administration and channeling of 
grants and funds. 


405 Dillingham Bldg. R. D. Kepner, M.D. 














HONOLULU COUNTY MEDICAL SOCIFTY 


The annual meeting of the Honolulu County Med- 
ical Society was held in the Mabel Smyth Auditorium 
on Friday, April 6, 1945. The annual reports were 
read and approved. Due to the uncertainty as to 
which doctors will remain in civilian practice during 
the coming year, it was voted to postpone the annual 
election of officers for at least sixty days. Delegates 
were elected for the annual meeting of the Hawaii 
Territorial Medical Association. 





The Honolulu County Medical Society omitted its 
May meeting because of the annual meeting of the 
Hawaii Territorial Medical Association held in Ho- 
nolulu from May 3 to 6, 1945. 





The Honolulu County Medical Society met in the 
Mabel Smyth Auditorium on Friday, June 15, 1945. 
Dr. Halford presided. There were 50 present. 


The program was as follows: 


Traumatic Perforation of the Gall Bladder, R. L. Hill, 
M.D. 

History of Gall Bladder Surgery in Hawaii, J. R. Judd, 
M.D. 


X-Ray Diagnosis of Gall Bladder Disease, Lt. Col. L. M. 
Garrett, M.C., A.U.S. 


Common Duct Stone: Case Report, C. E. Fronk, M.D. 


Dr. Halford announced that at the last meeting of 
the Board of Governors it was voted to continue giv- 
ing all pre-school children physical examinations, 
raising the fee to three dollars, and urging the par- 
ents, through the newspapers and various means of 
advertising, to take their children into the doctors’ 
offices early in the summer. 


M. Gorpon, M.D., 
Secretary 





HAWAII COUNTY MEDICAL SOCIETY 


The 237th meeting of the Hawaii County Medical 
Society was called to order by Dr. R. Eklund, presi- 
dent, in the staff room of the Hilo Memorial Hospital 
at 7:10 P.M. on April 7, 1945. 19 members and 1 
guest were present. 


zg COUNTY SOCIETY REPORTS 








Minutes of the previous meeting were read, ac- 
cepted and placed on file. 


Dr. H. Crawford gave a report of his recent trip 
to the Mainland. He reviewed some of the work be- 
ing done in orthoptics, cataract and harelip surgery. 


Dr. Eklund read a communication from Dr. Clow- 
ard, chairman of the scientific committee for the Ter- 
ritorial Medical Association meeting to be held May 
3 to 6 at the Mabel L. Smyth Memorial Building. 
Contrary to the years following the outbreak of the 
present war, a request was made for more civilian 
doctors to participate in the scientific program rather 
than chiefly army and navy as heretofore. Papers may 
be read by title before the meeting in absentia and 
later published in the JOURNAL. 


Dr. H. Sexton’s resignation as chairman of the Li- 
brary Committee was accepted and the chair appointed 
to that committee: 


Dr. Loo, chairman 
Dr. Crawford, for two years 
Dr. C. B. Brown, for three years. 


After a full discussion of the Medical Library, it 
was moved by Dr. H. Patterson and seconded by Dr. 
M. L. Chang that a sum of $300 be allocated from 
our treasury to be used at the discretion of the Li- 
brary Committee. 


Dr. Eklund commended the Territorial Legislative 
Committee, headed by Dr. R. O. Brown, for keeping 
us informed as to what is transpiring at the present 
legislature. This was conveyed to Dr. Brown. 


The chair appointed Dr. A. Orenstein for two years 
and Dr. M. H. Chang for three years on our Legisla- 
tive Committee. It was noted with satisfaction that 
the status of the Managing Board of the Hilo Memo- 
rial Hospital has been settled as we wished. The 
Managing Board is to be composed entirely of lay- 
men. 


Dr. W. Loo quoted Dr. Shanahan as saying that the 
society should take some action in regard to a bill in- 
troduced in the Senate through the efforts particularly 
of two local herbalists, Jones and Kim, to grant herb- 
alists and naturopaths the right to diagnose and treat 
diseases and to dispense all drugs, including opium 
derivatives. Dr. Phillips moved that the secretary in- 
form the Territorial Legislative Committee that our 
society is against the bill. Seconded by Dr. Loo and 
passed. 
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Dr. C. Phillips wanted to know the result of the 
recent meeting of the Procurement and Assignment 
Service in Honolulu. Our representative, Dr. Car- 
ter, being absent, no information was forthcoming. 
Dr. Eklund volunteered to obtain some information 
for the next meeting. It was remarked by Dr. I. Lar- 
sen that all Caucasian doctors in Honolulu below the 
age of 45 were ordered to apply for commissions and 
to appear for physicals. Locally Dr. H. Sexton is now 
awaiting his commission and several others have re- 
ceived their availability notices. 


It was tentatively decided that our next Hawaii 
Medical meeting would be held on Thursday, May 
10, 1945, so that we may hear from our delegates to 
the Territorial Medical meeting. 


The question of membership in our society for 
those going into the armed forces was discussed. It 
was suggested by Dr. Patterson that they be Honorary 
Members, or if the individuals desired they might be 
Service Members and pay annual dues of only $5.00. 
The delegates to the Territorial Medical meeting were 
advised to pursue this question still further at the com- 
ing meeting. 


It was decided to obtain stationery for this Society. 


Dr. H. Patterson suggested that the Society send a 
letter of thanks to Dr. Orenstein for his efficient med- 
ical management of the O.C.D. The secretary was so 
instructed. 


A letter from the National Association of Medical 
and Dental Bureaus was read. As little information 
was known of said association, the secretary was in- 
structed to contact Huff Collecting Agency and report 
findings at the next meeting. 


A portion of the minutes of the Honolulu County 
Medical Society was read, indicating that there is a 
move afoot to make hospital insurance mandatory. 


Mr. Edwards and Mr. McKetrick of the Singer 
Sewing Machine Co. presented a motion picture on 
the use of the Singer surgical stitching machine, plus 
its illustrative use in actual hernioplasty. A display of 
the stitching machine and various types of needles 
was on display also for examination. 


Meeting adjourned at 9:25 P.M. 


S. MizuirE, M.D., 
Secretary 


The 238th monthly meeting of the Hawaii County 
Medical Society was called to order by Dr. R. Ek- 
lund in the Hilo Memorial Hospital Staff Room at 
7:15 P.M. May 10, 1945. 16 members and 2 guests 
were present. In the absence of Dr. S. Mizuire, Dr. 
Yoshina was asked to act as the secretary. The min- 
utes of the previous meeting were read, approved and 
placed on file. 
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Dr. Eklund introduced Dr. H.M. Johnson, derma- 
tologist from Honolulu, who was invited to Hawaii 
County Plantation Physicians’ Association to start a 
dermatology clinic for them. Dr. Johnson gave an 
illustrated talk on the common dermatologic condi- 
tions encountered in daily practice. 


A communication from Dr. R. O. Brown, Chair- 
man of the Committee on Public Policy and Legisla- 
tion relating to H.B. No. 80 and S.B. No. 296 was 
read. 


A circular letter from Kape R. Putnam, Acting 
Secretary of the Board of Health, announcing the is- 
suance of license to practice medicine and surgery to 
Charlotte M. Florine, M.D., was read. 


The matter of transporting mental cases to Hono- 
lulu by plane was brought up. Dr. Eklund was in- 
formed verbally by the local representative of the Ha- 
waiian Airlines, Ltd., that the company reserves the 
right to reject any patient who in its opinion will 
jeopardize the comfort of the other patrons, notwith- 
standing a doctor's certification as to his safety as a 
passenger. The opinion expressed by various men 
present was that mental patients could be sent by 
boats now with the improved shipping schedule and 
further action was not necessary at this time. The 
secretary was instructed to write Dr. Shanahan on this 
matter. 


The Chair announced that 3 copies of ‘‘Mental 
Health vs. Money Rehabilitation’ by C. C. Burlin- 
game, M.D., were sent by Dr. Richard Kepner and 
any members wishing to read them may obtain copy 
from him. 


Dr. Patterson reported on the meetings of the Ter- 
ritorial Medical Association. He stated that the time 
allotted to each paper was too short and suggested 
that improvement could be made by presenting fewer 
papers and giving more time to each. He briefly 
touched on the Medical Advisory Committee meet- 
ings to the Bureau of Maternal and Child Health and 
the Crippled Children Service of the Board of Health. 
When he mentioned the EMIC program, various 
members voiced dissatisfaction with this set-up of 
medical practice. Some of the criticisms were: added 
clerical work and lengthy correspondence with the 
Honolulu office before receiving remuneration for 
services rendered. 


Dr. Phillips stated that Dr. Seymour of Holualoa 
was approached by the Kona Lions Club concerning 
information on the Hawaii Medical Service Associa- 
tion. Since this society reacted favorably to HMSA in 
the past, Dr. Phillips moved that Mr. Carter of the 
HMSA be invited to come here and meet with the 
doctors and the citizens and discuss this health insur- 
ance plan. This was seconded by Dr. Larsen and car- 
ried. Meeting adjourned at 9:40 P.M. 





The 239th regular monthly meeting of the Hawaii 
County Medical Society was called to order by Dr. 
William Leslie in the absence of Dr. R. Eklund, in 
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the Hilo Memorial Hospital Staff Room, at 7:15 P.M., 
June 7, 1945. Dr. T. Yoshina acted as secretary in 
the absence of Dr. S. Mizuire. 16 members and 3 
guests were present. The minutes of the last meeting 
were accepted as read. 


Instead of the secretary reading a letter from Mr. 
W. Tate Robinson, Director of Health Education of 
the Department of Public Instruction, who was con- 
cerned about the effect of physician shortage on the 
physical examination of first grade and kindergarten 
children, Dr. H. M. Patterson reported on the rec- 
ommendations made by the Medical Advisory Com- 
mittee to the Bureau of Maternal and Child Health of 
the Board of Health which met a month ago in Ho- 
nolulu. In essence the committee recommended that 
in urban areas, Hilo and Honolulu, physical examina- 
tion be made in the doctor's office as in the past, and 
in the rural areas the manner of examination be left 
to the discretion of the individual physician to suit 
the time available for such examination; the exafhina- 
tion be done either during the summer in groups or 
individually or a mass examination at the opening of 
school; a booster shot of diphtheria toxoid in the 
form of combined diphtheria-tetanus toxoid be given 
at the time of examination; and the second dose of 
the combined toxoid, while highly recommended, is 
not to be mandatory. 


In regard to the EMIC program the Chair an- 
nounced that according to a communication received 
from Dr. S. M. Wishik any infant whose mother 
has been approved for medical care under this pro- 
gram does not require a new approval from the Ho- 
nolulu office. The local public health nursing office 
maintains a list of names of mothers approved under 
this program. 


In regard to the mental cases several points of in- 
terest which arose since the last meeting were men- 
tioned by Dr. A. Orenstein. He stated 1) that the 
Hilo Memorial Hospital will not admit any mental pa- 
tient unless a commitment paper accompanies him; 
2) that in a case of indigent parolee of the Terri- 
torial Hospital seeking readmission to the Territorial 
Hospital; it appears that neither the county nor the 
Territorial Hospital will assume the responsibility of 
transportation expenses. A ruling by the Attorney 
General to decide whose responsibility it is seems 
necessary. 


Dr. Leslie introduced Dr. C. M. Burgess, a visitor 
from Honolulu, to the Society. 


Dr. Leslie reported that the tuberculosis x-ray sur- 
vey will start in July. At the same time the Board of 
Health will take blood for serology tests. The itin- 
erary is to start at Kohala, then go to Olaa and around 
the island, and finally to end in the City of Hilo. 


The scientific program consisted of case reports or 
case presentation by various members: 
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1. Arteriorrhaphy by Dr. L. L. Sexton; 


2. A case of acrocyanosis or cold purpura by Dr. S. R. 
Brown; 


3. Poliomyelitis with paralysis involving intestine and 
bladder by Dr. A. Orenstein; 


4. Delivery of 18 lbs. 13 ozs. dead fetus by cesarean sec- 
tion in a woman weighing 265 lbs. by Dr. I. V. Lar- 
sen; 

5. A 220 lbs. Hawaiian female at 8 month pregnancy 
with large thyroid glands and blood pressure of 
165/110 who shows on x-ray film either an unusually 
large fetus or a possible monster by Dr. Evelyn Ross. 


Much discussion followed each case. 


A discussion on Hawaii Medical Service Associa- 
tion was revived by some of the members who were 
absent at the last meeting. It was suggested that phy- 
sicians back up the health insurance program of the 
HMSA before Federal medicine makes its appearance. 
For this reason, various members showed much in- 
terest and were enthusiastic to help HMSA get started 
on this island. 


Dr. L. L. Sexton reported on the proceedings of the 
meeting of the Council of the Territorial Medical 
Association which took place on May 4, 1945 in Ho- 
nolulu. 


Dr. Orenstein brought up the question of whether 
the medical library at the Mabel Smyth Memorial 
Building in Honolulu belongs to the Honolulu Coun- 
ty Medical Society or to the Hawaii Territorial Med- 
ical Association. In spite of the fact that the library 
has given excellent service to the outer island medical 
societies and physicians, if the library belongs to the 
Honolulu County Medical Society, the donation of 
$500 by the Council of the Territorial Medical Asso- 
ciation would appear to favor only one county society 
library. 


The meeting adjourned at 8:40 P.M. 


TERUO YOSHINA, M.D., 
Acting Secretary 





KAUAI COUNTY MEDICAL SOCIETY 


Meeting of the Kauai County Medical Society was 
called to order by Dr. Umaki, president, on Wednes- 
day, May 9, 1945, at 7:15 P.M. 


Members present: Drs. Umaki, Chisholm, Wallis, 
Kuhns, Chang, Liu, Waterhouse, Harl, Masunaga, 
Harris; Guest—Mr. Herbert Kum. P 


Minutes of the previous meeting were read and ap- 
proved. Minutes of the call meeting were read and 
revised. 
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The Committee's report on the Convalescent Home 
was read. Outline, providing a working basis for se- 
curing action on this particular project, was presented. 


Mr. Kum of the Honolulu Dept. of Public Wel- 
fare talked briefly concerning the proposed conva- 
lescent home on Kauai and pointed out pertinent 
data which must be considered when caring for indi- 
gents. He also stressed that the Dept. of Public Wel- 
fare will financially aid in supporting the so-called pa- 
tients but will not operate or establish a convalescent 
home. The Welfare will supplement the difference 
in order to care for pensioned plantation cases and 
will take the word of the attending physician of such 
home in regard to admissions and discharges. 


Dr. Wallis stated that in his talk with Dr. Moss- 
man of Honolulu concerning the Convalescent Home 
on Kauai, he suggested that the Home be sponsored 
by some individual or an appropriate group other than 
the Medical Society. Dr. Wallis suggested that Kauai 
Sugar Planters Association could be named as a possi- 
ble sponsor. 


In regard to the blood plasma of the Kauai Blood 
Bank, Dr. Pinkerton advised that it be disposed. Dr. 
Wallis made a motion that Dr. Liu close the Blood 
Bank; seconded by Dr. Kuhns and passed. Dr. Wal- 
lis made a motion that Dr. Liu ask Mr. Fern to trans- 
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fer the OCD’s master file of blood donors to the Wil- 
cox Hospital: seconded by Dr. Kuhns. 


Dr. Wallis, council member, made the following 
report on the annual territorial meeting: 


1.. Read the Committee's report of the Bureau of 
Crippled Children. 


2. Report of the Advisory Committee of the Ma- 
ternal and Child Health. 


3. Distributed copies of the doctor's fee schedule 
and stated that the council meeting discuss fee sched- 
ule with reference to x-ray charges and suggested that 
if prices were too low for the outside islands the in- 
surance carriers should be contacted. 


4. Mr. Carter will send his representative of the 
HMSA in the near future. American Factors’ plan- 
tations will not support the plan. 


Dr. Wilbar's letter, concerning the territorial law 
providing for care of mentally disturbed patients, was 
read. Dr. Wallis made a motion that this law be 
brought to the attention of the Board of Supervisors 
by the Committee; seconded by Dr. Chisholm and 
passed. 


Meeting adjourned 9:20 P.M. 


H. W. Harris, M.D., 
Secretary 
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NOTES AND NEWS 


NEW INTERNES AT THE QUEEN’S HOSPITAL 


The interne staff of The Queen's Hospital has been bol- 
stered recently by the addition of five new members. Dr. 
CLAUDE VERNON CaverR, whose home is in Dallas, Texas, 
graduated from the University of Texas Medical School be- 
fore coming to Hawaii in June. Dr. JAMES THOMAS HEARIN 
took his M.D. from the University of Oklahoma after ac- 
quiring an M.S. from The Johns Hopkins University. Dr. 
DoNaLp HERBERT ROBINSON came to the Islands for the 
first time in July, having graduated from the Hahnemann 
Medical School in Philadelphia. Dr. RoBINSON’s home is in 
Elkins Park, Pennsylvania. Dr. RoBERT CRAIG, the son of 
Dr. A. L. Craic, has completed his education (begun at 
Punahou and Dartmouth) with an M.D. from Temple Uni- 
versity. Dr. CraiG was married shortly before his return to 
Honolulu; Mrs. Craig was Rita Knight, of Akron, Ohio. 
Dr. JAMES GRANT MARNIE, a Maui High School graduate, 
and a graduate of the University of Oregon, received his 
M.D. from Jefferson Medical College before returning to 
Hawaii for interneship and eventual practice. Dr. MARNIE 
was last here in the summer of 1944, when he flew back 
for a vacation as a private first class in the A.S.T.P. pro- 
gram. 


PERSONALS 


Drs. Rocers LEE Hitt and JOHN FELIx accepted com- 
missions in the Medical Corps, United States Naval Re- 
serve, in July. LIEUTENANT COMMANDER HiILt is on duty 
temporarily at the Aiea Naval Hospital, and LiEUTENANT 
(jG) Feix has not yet reported for duty at this writing. 


Lr. COLONEL JosEPH E. WALTHER, M.C., A.U‘S., for- 
merly physician at the McBryde Sugar Co., Eleele, Kauai, 
has recently been awarded the Bronze Star Medal for re- 
search serving the Mustang fighter pilots now striking the 
Japanese mainland ‘from Iwo Jima. COLONEL WALTHER 
holds the Air Medal and the Silver Star for work in air 
medicine, and the Soldier's Medal for aiding in the rescue 
of the crew of a burning airplane. The citation accom- 
panying this newest decoration says COLONEL WALTHER 
made ‘‘a thorough study of the unusual physiological and 
psychological problems involved” in the 1500-mile over- 
water attacks on Japan's empire islands. 


Two members of the Honolulu County Medical Society 
were recently awarded official military commendations by Lt. 
Gen. Robert C. Richardson, Jr., for outstanding medical 
services rendered to the community on and after December 
7th, 1941. Dr. F. J. PINKERTON, first as a member of the 
preparedness committee of the Medical Society, and later as 
the director of the territorial blood plasma bank under the 
office of civilian defense, contributed significantly to the 
Pearl Harbor emergency. Dr. FRANCIS J. HALFORD was di- 
rector of shock and burn teams, emergency, medical and 
ambulance service, Honolulu, on and after December 7, 1941. 


Brewster Morgan, son of Dr. and Mrs. JAMES A. Mon- 
GAN, flier in the American Eagle squadron of the RCAF, 
has been rescued from a German prison camp where he had 
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remained almost two years. Captain Morgan flew more than 
fifty missions before being shot down. 


Captain Howarp K. Gray, M.C., U.S.N.R., formerly 
chief of surgery at U. S. Naval Hospital, Aiea Heights, and 
staff member of the Mayo Clinic, Rochester, Minn., has 
been assigned to the naval hospital, San Diego, California, 
in charge of the surgical department. 


Private Richard W. Boyden, whose father is Dr. ALFON- 
so W. BoybEN of Koloa, Kauai, has been reported missing 
in the European theater. 


Dr. RicHarD K. C. Lee, director of public health at the 
territorial board of health is taking a year’s leave of absence 
beginning this month to study clinical practices at the New 
York Postgraduate School for a year. Dr. LEE wishes to 
do work in skin and venereal diseases. 


CAPTAIN BERTRAM Gross, M.C., A.U.S., formerly Hono- 
lulu supervisor of the dengue control program, has been ap- 
pointed acting health officer for Kauai county, effective last 
July 1. 


Dr. Homer N. Izumi transferred his membership to the 
Honolulu County Medical society from Maui, and has 
opened offices for the general practice of medicine and sur- 
gery at 269 South Vineyard St. in Honolulu. Dr. Izumi 
was for five years staff officer at Kula Sanatorium. 


Back from schooling at the University of Pennsylvania, 
Mayo Clinic, Tulane Medical School and the N. Y. Gradu- 
ate School, Dr. Yorio WAKATAKE, Honolulu obstetrician 
and gynecologist, has resumed his practice at 2038 South 
King St. Dr. WAKATAKE was resident for a while at the 
White Memorial Hospital, Cook County Hospital, Chicago. 
Since his return to the islands he has been house physician at 
the Kapiolani Maternity and Gynecological Hospital. 


Dr. RicHarD D. KEPNER, privately practicing psychia- 
trist in Honolulu, has been elected to the American Psycho- 
Pathological Association, an organization which limits its 
membership to 150 psychiatrists in the United States, and 
also to the Association for Research in Nervous and Mental 
Diseases. 


Sons have been the custom for Honolulu physicians over 
the past few months. Dr. and Mrs. RALPH B. CLowarD 
were the first to present a son. Dr. and Mrs. A. W. Dur- 
YEA followed with Arthur Warren Duryea, Jr., on June 26. 
Dr. and Mrs. RoBert WONG, and Dr. and Mrs. L. Q. PANG 
also added a new male member to their families. Dr. LEON 
MERMoD of the Honolulu Blood Bank and Mrs. MERMOD 
proved the exception to the rule, welcomed their third child, 
a daughter, on June 12. 


Dr. L. Craccetr Beck of The Clinic has returned to St. 
Croix, in the Virgin Islands, as a government physician there 
Dr. Beck came to Honolulu from the Virgin Islands six 
years ago. 


Miss Ethel Tsutsui, manager of the Secretarial Service, the 
medical book agency in the Mabel Smyth Building, is now 
Mrs. Charles Matsuura. 





The symptom complex of increased appetite, ex- 
aggerated psychomotor tension, hyperhidrosis, 
and loss of weight, in addition to spelling thyro- 
toxicosis, also reflects the intense metabolic activ- 
ity characteristic of this condition. Utilization of 
nutrients may be 50 per cent above normal. 
Whether therapy be conservative or surgical, 
metabolic deficits must be eradicated and some of 
the consumed body tissue restored. To this end 


the intake of virtually all essential nutrients must 





be doubled. If surgery is contemplated, nutri- 


tional preparation ranks in importance with iodine 
preparation for a successful outcome. 

Ovaltine can be a valuable component of the 
high-caloric, high-vitamin diet required in hyper- 
thyreosis. This delicious food drink, made with 
milk, not only increases the caloric intake appre- 
ciably, but also significantly augments the intake 
of complete proteins and of vitamins and min- 


erals, all of which are required in added amounts. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three daily servings of Ovaltine, each made of 
Ya oz. Ovaltine and 8 oz. of whole milk,* provide: 


PROTEIN 
CARBOHYDRATE 


CALCIUM 
PHOSPHORUS 


VITAMIN A 
VITAMIN D 
THIAMINE 
RIBOFLAVIN 
NIACIN 
COPPER 


*Based on average reported values for milk. 








